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@ Whilst much publicity has been given to the effect of isonicotinyl 
hydrazide in the treatment of human tuberculosis in the United States, 
research workers in the United Kingdom have not been by any 
means idle in tackling this problem with this drug and analogous 


derivatives. 
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EFFECTIVE LOCAL PENICILLIN THERAPY... 


the penicillin vasoconstrictor 
combination for 
upper respiratory 


tract infections 
‘PENDEX”’ provides... 


the potent and penetrating antibacterial action 
of 1,500 units of penicillin per ml. 

the rapid and prolonged vasoconstriction of 

* Paredrinex’, which shrinks the oedematous and 
engorged tissues and aids the penetration of 
penicillin throughout the nasal cavity. 


in the intranasal treatment of sinusitis, 
rhinitis, and nasopharyngitis. 


Formula...When prepared as directed‘ PENDEX’ 

will contain not less than: Crystalline potassium 
* PENDEX’ is available — penicillin G, 1,500 I.U. per ml.; ‘Paredrinex’ 
on prescription only — in 15 ml. I per cent; in a specially buffered aqueous solution. 
(4-0z.) bottles. 


PHARMACAL PRODUCTS (PTY.), LTD., Diesel Street, Port Elizabeth 
for Smith Kline & French International Co., owner 
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ASBPIREN isan acidic substance 


— sparingly soluble 


D | $ P R | N is substantially neutral, 


stable, soluble and palatable — 
and in solution forms calcium aspirin 


The reasons for preferring calcium aspirin to aspirin lie chiefly in 
the fact that it is a neutral, soluble and bland compound, whereas 
aspirin is acidic, sparingly soluble and may act as a gastric irritant. 


But calcium aspirin has a defect of its own—chemical instability; 
and in consequence, attempts to manufacture it in the form of tablets 
that could be depended upon to remain free of nauseous breakdown 
products, under reasonable conditions of storage, have hitherto met 
with little success. These difficulties have now been overcome. 
Disprin, a stable, tablet preparation, readily 
dissolves to yield a palatable and far less 
acid solution of calcium aspirin that can be 
prescribed in all conditions in which acetyl- 
salicylate administration is indicated. 

Extended clinical trials have shown 
that Disprin in massive dosage, even 
over long periods, has been tolerated 
without the development of gastric 
or systemic disturbances 
except in cases of extreme 
hypersensitivity. 


Stable and palatable calcium aspirin 


Soluble and substantially neutral 


Made by the manufacturers of *“Dettol’ 


Clinical samples and literature supplied on application. 
Special hospital pack — prices on application. 


RECKITT AND COLMAN (AFRICA) LTD., oO. CAPE TOWN 
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The conveniently placed latest pattern push button 
switch can be left on while blades are changed. 


The blade-tips are thickened and well rounded to 


minimise the risk of Trauma. 

The instrument is well balanced but very strong in 
use, the switch being operated by the holding hand. 
The handle can be supplied in two sizes, the 
larger size to hold two “Ever-Ready” type batteries 
No. 935 and the smaller size two “Ever-ready” 
type No. 915 batteries. 

A complete range of “Magill” and “Macintosh” 
blades is manufactured to fit either or both handles, 
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NEW TEXTBOOKS 


for the 
MEDICAL EXAMINATIONS 


This new series of textbooks combines brevity with clarity 
and accuracy. No padding. No space wasted on in- 
essentials. Specially written for candidates preparing 
for the higher Examinations. 

HANDBOOK OF MEDICINE for Final Year Students 
4th Edition. By G. F. WALKER, M.D., M.R.C.P., 
D.C.H. Pp. 305. Price 25s. net. 

Previous editions have met with an enthusiastic reception. 
Valuable for M.R.C.P. candidates. 

‘Whatever hundreds of Medical books you have, get this 


one."—S.A. Medical Journal. 

HANDBOOK OF CHILD HEALTH 

By AUSTIN FURNISS, L.R.C.S., L.R.C.P., D.P.H., 
age Valuable for D.C.H. and D.P.H. candidates. Price 
25s. net. 

‘Students working for the D.P.H. and D.C.H. will find 
this a helpful volume.’— British Medical Journal. 
HANDBOOK OF MIDWIFERY 
By MARGARET PUXON, M.D., M.R.C.0.G. Pp. 326. 
Price 25s. net. 

“Can be thoroughly recommended as a suitable guide to 
modern obstetric practice.’—Post Graduate Medical 
Journal. 

HANDBOOK OF VENEREAL INFECTIONS 
By R. GRENVILLE MATHERS, M.A., M.D.(Cantab.), 
F.R.F.P.S., Ph.D. Pp. 116. Price 12s. 6d. net. 

‘Remarkably successful in getting nearly all that students 
and practitioners require into fewer than 120 pages.’— 
British Medical Journal. 

HANDBOOK OF OPHTHALMOLOGY 

By J. H. AUSTIN, D.O.(Oxon.), D.O.M.S., R.C.S. 
Just published. Pp. 344. Price Ws. net. Specially written 
for candidates preparing for the D.O.M.S. and D.O. 
(Oxon.,). 

‘Contains a wealth of information in short compass.’— 
Guy’s Hosp. Gazette. 

HANDBOOK OF DENTALSURGERY & PATHOLOGY 
By A. E. PERKINS, L.DS., R.C.S., H.D.D(Edin.). 
es Pp. 430. Price 30s. net. 

*The work is valuable to dental students and practitioners 
both for examination purposes and for reference.” 3. 
Magazine. 

HANDBOOK OF PSYCHOLOGY 

By J. H. EWEN, F.R.C.P., D.P.M. Published 1950. 
Pp. 215. Specially written for the D.P.M. Examinations. 
Price 25s. net. 

‘On the whole we like this book, and think it will un- 
doubtedly join many student and graduate bookshelves. It is 
very neat and moderate in opinion and length.’.—Manches- 
ter University Medical School Gazette. 

HANDBOOK OF GYNAECOLOGY 
By TREVOR BAYNES, M.D., F.R.C.S.. M.R.C.O.G. 
Just published. Pp. 163. Price 15s. net. 

*The chief distinction af this book lics in its superb 
arrangement and tabulation. It is quite the best synopsis 
aid or handbook that we have ever read.-—Manchester 
University Medical School Gazette. 


Order now from all Medical Booksellers or direct from 
the Publishers: 


SYLVIRO PUBLICATIONS LTD. 
19 WELBECK STREET, LONDON, W.! 


South African Offices: 
P.O. Box 2239 Durban, Natal 


In many digestive and neurological disorders, 


in alcohol 


ism and in particular following upon 


the administration of the orally active, poly- 
valent Antibiotics, B-Complex Therapy is 


indicated. 


PETERVITE | PETERVITE 
“B" TABLETS COMPOUND 


Each contains 


THIAMINE HC! 
RIBOFLAVINE 
PYRIDOXINE HCI 
CALC. PANTOTHEN.- 


ATE 
NICOTINAMIDE 
VITAMIN 


INJECTION 
(A “‘one-solution”’ injection) 
Each 2 ¢.c. Ampoule contains: 
THIAMINE HCI 10 
RIBOFLAVINE 2 


PYRIDOXINE HC! 5 
CALC. PANTOTHEN- 


ATE 
NICOTINAMIDE 100 mgm. 


Borties of 20. 60 and 500 tablets Boxes of 6 by 2 c.c. Ampoules. 


Manufactured in South Africa by 


Established 1842 


P.O. Box 986 P.O. Box 5785 
BULAWAYO JOHANNESBURG 
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The new 


potent and 


non-toxic analgesic 


BENESAL 


(SALICYLAMIDE - BENGER) 


gm. (75-30-0801, 
48 hours or 
"ected by the physici® 


@ For the treatment of rheumatic fever, arthritis, polyarthritis, 
fibrositis and other degenerative and inflammatory diseases of 


joints, muscles and ligaments. 


Since its recent introduction, it has been established that 
BENESAL is an analgesic of wide application and massive doses 


can be employed without fear of toxicity or side-effects. 


BRITISH CHEMICALS & BIOLOGICALS (S.A.) (PTY.) LTD. 
259 COMMISSIONER STREET, 
JOHANNESBURG. 
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Tolserol 


Squibo 3-0-toloxy-1,2-propanediol 


relieves stiffness and discomfort 
permits increased range of motion 


Oval dosage in rheumatic disorders and allied conditions: 


Initial dose is 1.5 to 2.0 Gm. or more, depending on the weight 
of the patient. To be followed by 0.5 to 0.75 Gm. every three 
hours as long as discomfort continues 


Tolscrol should be given after meals. If given between meals, 
the patient should drink Y, glass of milk or fruit juice before 
taking Tolserol. This is desirable because the administration 
of large doses when the stomach is empty has caused some 
weakness, giddiness, syncope, or gastric distress in a few pa- 
tients. Some clinicians, however, prefer to give Tolserol when 
the stomach is empty in order to obtain a rapid effect; in such 
cases, the patient should be under observation. 


Supplied: Tablets, 


SQUIBB 


Further Information and Literature is available from: 
Protea Pharmaceuticals Limited 
P.O. Box 7793 Johannesburg Telephone 33-2211 


Also at Cape Town, Port Elizabeth East London and Durban ross (s) 
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SUCCINATE-SALICYLATE THERAPY 
IN ARTHRITIS AND RHEUMATISM 


“In the absence of known etiology of the major groups of arthritis the objectives 
of present therapy are best directed to effective relief of symptoms and control 
of the systemic metabolic disturbances associated with arthritis. In a series of 
three hundred and ninety-six cases comprising the various arthritides, treated with 
a combination of calcium succinate and acetylsalicylic acid*, these objectives were 
found to be gratifyingly accomplished. Succinate therapy is predicted on its role 
as a physiological respiratory catalyst correcting the impairment of tissue oxi- 
dation which is a major aspect of the systemic disorder in arthritis. Succinate, 
furthermore, obviated the toxic effect of salicylate. Salicylate is the acknowledged 
agent of choice in controlling rheumatic symptoms; in addition to its analgetic 
effect, biochemical, immunological, and clinical evidence has been adduced 
recently indicating that its action on the rheumatic process is more specific than 
formerly was supposed. The combined use of calcium succinate with acetysali- 
cylic acid makes possible the use of salicylate for protracted periods as is fre- 
quently necessary in the treatment of arthritis,” Szucs, M. M., Ohio State Med. 
Jnl., October, 1947. 


*Supplied by the Dolcin Corporation, New York. 


DOLCIN, the scientifically balanced compound of 
calcium-succinate and acetylsalicylic acid used with 
such remarkable success and absence of toxicity by Szucs, 
M. M. is now available from chemists throughout the 


Country. RHEUMATISM 
SCIATICA 
NEURITIS 


*Reg. Trade"Mark 


Sole South African Distributors: 6. ®. DAVIS LIMITED, P.O. BOX 3371 JOHANNESBURG 
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‘SULPHAMEZATHINE? ora. suspension 


SULPHADIMIDINE B.P.c. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 


‘SULPHAMEZATHINE’ 
ORAL SUSPENSION 


is ideal for children 


1 Easy to administer. 
2 Safest of the sulphonamides. 


3 Rarely gives rise to 
unpleasant symptoms. 


4 Pleasantly flavoured— 
children take it readily. 


Each teaspoonful contains 0.5 gramme 
‘Sulphamezathine’. 
Issued in bottles of 100 c.c. and 500 c.c. 


i, 


(A subsidiary company of Imperial Chemical industries Limited) WILMSLOW, MANCHESTER 


Ph 43 


Distributed by: 1.C.1. SOUTH AFRICA (PHARMACEUTICALS) LIMITED 
PAN AFRICA HOUSE. 75 TROYE STREET, P.O. BOX 7796, JOHANNESBURG 
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SITUS INVERSUS VISCERUM AND BRONCHIECTASIS 


REPORT OF A BANTU CASE ASSOCIATED WITH CHRONIC COR PULMONALE AND 


The association of complete situs inversus and bronchi- 
ectasis was first described by Siewert in 1904. His 
report concerned a man aged 20, with a history of a 
chronic cough since childhood and who had signs of 
apical cavitation of the left lung and dextrocardia. By 
1933 only 2 further cases had been described. Karta- 
gener '® then added 4 more, and in 1935 he and Hor- 
lacher '' added 7 more cases collected from various Euro- 
pean clinics. In 1937 Adams and Churchill’ published 
the first American paper on this subject. They found 
that 5 of 23 cases of situs inversus admitted to the Massa- 
chusetts General Hospital between 1886 and 1937 had 
had bronchiectasis as well. Later Olsen '? found definite 
evidence of bronchiectasis in 14 of 85 cases of true con- 
genital dextrocardia studied at the Mayo Clinic between 
1920 and 1941. In 5 the diagnosis had been confirmed 
by bronchography or bronchoscopy, while in the remain- 
ing 9 the symptoms and signs were so advanced that the 
diagnosis was obvious clinically. 

In cases of situs inversus viscerum and bronchiectasis 
Kartagener observed the occurrence of paranasal sinusitis, 
and this triad has come to be known as Kartagener's 
syndrome. In some cases he noted nasal polypi as well. 
Olsen also found sinusitis in 10 of 14 cases and sinusitis 
was present in 4 patients with dextrocardia but without 
associated bronchiectasis. 

In later case reports?.’.'" an absence of the frontal 
sinuses has been noted. 

The experiences of Adams and Churchill, Kartagener 
and Horlacher and Olsen agree in suggesting that in 
roughly a fifth of all cases of situs inversus, bronchiectasis 
is to be found. Torgersen ** places the proportion rather 
lower, at about a tenth. Situs inversus viscerum as judged 
by uncomplicated dextrocardia in mass radiography sur- 
veys,'® appears to occur in 1:6,000 Americans. 

In 1947, Torgersen,?° in Norway, collected 28 cases 
from clinics and mass radiography surveys. He calculated 


that transposition of viscera occurred in roughly 1: 8,000 
of the population; his observations, with a genetical 
analysis, embraced a third of the inhabitants of Norway. 
He found that among 77 siblings of 28 individuals with 


RENAL ANOMALIES 


L. D. Erasmus, M.B., B.CuH. (RAND) 
Department of Internal Medicine, University of Pretoria, Pretoria 


situs inversus and bronchiectasis 19 had bronchiectasis. 
Ninety-three persons with transposition without bronchi- 
ectasis had 496 siblings and of these none had bronchi- 


Fig. 1. Conventional electrocardiographic leads I, Il 
and III showing changes diagnostic of dextrocardia. 
Fig. 2. Electrocardiogram taken with right and left limb 
leads interchanged and chest leads taken from left to 
right. VL is from the right arm, VR from the left 
arm and VF from the right foot. 
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ectasis and only 3 had nasal polyps. There was thus 
a strikingly high incidence of bronchiectasis in the siblings 
of individuals with situs inversus and bronchiectasis, but 
this was not found in the siblings of individuals with 
pure situs inversus. 


An interesting family was described recently by Berg- 
strom and others.” Of 6 siblings 2 showed bronchi- 
ectasis, 2 bronchiectasis and situs inversus and 2 were 
normal. Their report brought the number of recorded 
cases to 80 which still represents the total. These authors 
comment on the fact that in only 16 of the 80 cases had 
clear-cut radiological evidence of bronchiectasis been pre- 
sented and, with one exception, all were Europeans. 

One of Adams and Churchill's cases was described as 
a ‘Coloured female’, aged 28. Her ancestry was pre- 
sumably negroid and this appears to be the only previously 
recorded instance of the condition in one of Negro extrac- 
thon, 

The case described here appears to be the first South 
African record of bronchiectasis and situs inversus. Al- 
though several cases have been seen in South African 
Europeans, this is the first Bantu case which has come to 
my notice. Moreover, the case showed other unusual 
features worthy of comment. 
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CASE REPORT 


The patient was admitted to Prof. H. W. Snyman’s clinic 
at the Pretoria General Hospital. He was a Msutu, aged 
42, a plasterer by trade and married with 3 children. 
He was well until 2 months before admission when he 
became short of breath on exertion and developed a slight 
cough. He took a lighter job, but the dyspnoea and 


Fig. 3. Antero-posterior bronchogram of the right 
lung showing it to be a transposed left lung with 
bronchiectasis of the lower lobe bronchi and lingula. 
Fig. 4. Bronchogram (lateral view) of left lung. a 
transposed right lung with bronchiectasis affecting the 
lower and middle lobe bronchi. 


coughing became worse and increasing amounts of puru- 
lent sputum were produced. For 4 days before admission 
he had noticed swelling of the feet and abdomen and 


had experienced severe nocturnal dyspnoea. He also 
passed rather more urine at night than usual. Ten years 
ago he had been admitted to hospital with a left-sided 
pleurisy and haemoptysis. This cleared in a few days, 
leaving no residual symptoms. 

He had known since childhood that his heart was on 
the right. He is also left-handed. Both parents died 
from unknown causes. Neither, to the patient's know- 
ledge, had a heart on the right or a chronic cough. An 
elder brother and a younger sister are alive and well. 
They could not be examined. The patient's 3 children 
were examined and found to be clinically normal. 

The patient was 5 ft. 8 in. tall and weighed only 110 
Ib. He was cyanosed and dyspnoeic at rest. The jugular 
venous pressure was raised 3 cm. above the sternal angle, 
the liver was palpable 4 fingers’ breadths below the /efr 
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costal margin and there was a moderate oedema of the 
ankles. The pulse was regular, the rate 75 per minute. 


The blood pressure was 125/80 mm. Hg. The chest 
was somewhat barrel-shaped and the respiratory excursion 
poor. There were multiple moist sounds at the lung 
bases. The heart apex was palpated with difficulty in 
the fifth interspace slightly outside the right mid-clavicular 
line. There were no murmurs. There were a few ‘sul- 
phur granules’ on the nose and cheeks but no other 
signs of vitamin deficiency. The right testis was lower 
than the left. 

Eight ounces of purulent sputum were produced in 24 
hours. This contained many pus cells, and a profuse 
growth of pneumococci was obtained on culture. Tubercle 
bacilli were absent. The blood count showed: Hb, 17.4 
gm. per 100 ml., erythrocytes 5,970,000 per c.mm., leuco- 
cytes 7,800 per c.mm. (neutrophils 68%, eosinophils 2%,, 
basophils 2%, lymphocytes 18%, monocytes 10%). The 
urine contained a trace of albumin. The circulation 
times were prolonged, arm-lung 20 seconds (ether), arm- 
tongue 40 seconds (magnesium sulphate). 

A chest radiogram showed dextrocardia with an enlarged 
heart (cardiothoracic ratio, 6:11) and a very prominent 
pulmonary artery. There were also hilar congestive 
changes and linear opacities in both paracardiac zones. 
Screening later showed that the large pulmonary artery 
pulsated normally, and there was no ‘hilar dance’. There 
was a right-sided aortic arch and evidence of right ventri- 
cular enlargement. Swallowed barium outlined a_right- 
sided stomach and a transposed duodenal loop. 

An electrocardiogram (Fig. 1) showed the classical 
changes of dextrocardia in leads I. I] and Ill. The right 
and left limb leads were then interchanged and unipolar 
chest leads were taken from left to right (Fig. 2). Thus 
lead VR is the unipolar limb lead from the left arm, VL 
the unipolar lead from the right arm and VF the unipolar 
lead from the right foot. The tracings depicted in Fig. 
2 may, therefore, be read as though the dextrocardia did 
not exist. The tracings were suggestive of right ventri- 
cular strain or hypertrophy with marked anti-clockwise 
rotation of the heart, the left ventricular influence becom- 
ing apparent only at V7R. In earlier tracings taken on 
admission the P waves were rather more prominent (5 
mm. tall) in lead IL. 

Bronchograms (Figs. 3 and 4) showed that the lungs 
were transposed and demonstrated a gross tubular bronchi- 
ectasts of the left middle and lower lobe bronchi, and 
bronchiectasis of the lingula and all the lower lobe bronchi 
on the right. Radiograms of the paranasal sinuses showed 
them to be fully developed and free from infection. 

The blood urea was 39 mg. per 100 ml., and the urea 
clearance test gave a mean value of 63%, of normal. An 
intravenous pyelogram showed a moderate concentration 
of dye on both sides. The left kidney, renal pelvis and 
ureter appeared normal. On the right (Fig. 5) there were 
two separate kidney masses with a thin but distinct trans- 
lucent zone between them. From the superolateral kidney 
2 ureteric stems were seen which fused opposite the lower 
border of the second lumbar vertebra. Scattered opaque 
areas were also apparent, representing the calyces of 
the medial kidney. A_ retrograde pyelogram clearly 
of the medial but not of 
This occurred because the ureteric 


demonstrated the calyces 
the lateral kidney. 
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catheter had been inserted beyond the point of junc- 
tion of the 2 main ureteric divisions. There was, 
moreover, no evidence of a separate opening in the 
bladder for the ureter of the accessory kidney. The 


anatomy appeared clear from these 2 examinations, so 


/ 


Fig. 5. Tracing from a intravenous and retro- 
grade pyelograms of right kidney region showing the 
arrangement of the kidneys and ureters on that side. 


Fig. 6. Chest radiogram after recovery from cardiac failure 
showing dextrocardia and prominent pulmonary artery 
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the retrograde pyelogram was not repeated. There was 
thus a normal kidney on the left, while on the right there 
were 2 kidneys. The superolateral kidney had 2 ureters 
which fused with each other, the common stem joining the 
ureter of the medial kidney lower down. Fig. 6 shows 
the arrangement of the kidneys and ureters on the right. 
The drawing was prepared by superimposing the intra- 
venous and retrograde pyelograms, neither of which was 
complete in itself and, therefore, unsuitable for reproduc- 
tion. 

Course. With bed rest, postural drainage and Penicillin 
therapy the signs of congestive cardiac failure rapidly 
subsided. Mild cyanosis, however, persisted, but disap- 
peared rapidly when the patient inhaled oxygen. The 
circulation times after 2 weeks were: arm-lung 12 seconds, 
arm-tongue 20 seconds. A radiogram at this time showed 
the heart size to be within normal limits (Fig. 6). The 
sputum diminshed from 8 to 3 oz. per day. The vital 
capacity was 3.8 litres. The patient was ultimately dis- 
charged and is now well, except for an unproductive 
cough, and working once again. 


COMMENT 


Since bronchiectasis is a rare cause of cor pulmonale, other 
possible factors, which may have been responsible for the 
patient's cardiac failure and large pulmonary artery, must 
be reviewed. 

There is good reason to believe that congenital malfor- 
mations of the heart are especially prone to occur in 
complete situs inversus, although this is contrary to the 
teaching of some popular modern works on cardi- 
ology.” '*.*" Taussig '* states that there is a high inci- 
dence of congenital cardiac anomalies in situs inversus 
totalis and especially has she been impressed with the 
frequent finding of a /eft-sided aortic arch. In reviewing 
the literature Cockayne * also found a high incidence of 
congenital heart disease in situs inversus, the most fre- 
quent abnormality being that of the tetralogy of Fallot. 
A prominent pulmonary artery has been noted in Karta- 
gener’s syndrome by Ellman.* His case had the clinical 
signs of pulmonary stenosis. Rosenthal,'* too, reported 
a case with heart sounds suggestive of pulmonary stenosis, 
but without prominence of the pulmonary artery. 

It had, therefore, to be considered carefully whether 
the large pulmonary artery in the present case was not 
due to a congenital lesion, more particularly a pulmonary 
stenosis with post-stenotic dilatation, a patent ductus 
arteriosus or an interatrial or interventricular septal defect. 
The diagnosis of pulmonary stenosis with post-stenotic 
dilatation of the pulmonary artery was rejected on clinical 
grounds since no murmurs were present and the second 
heart sound in the pulmonary area was quite clear, of 
normal intensity and normally split. The presence of a 
patent ductus arteriosus was excluded since there were no 
murmurs, the pulse pressure was normal and the pul- 
monary artery pulsated normally on screening. Atrial 
and ventricular septal defects were excluded by the 
absence of murmurs and a pulmonary artery which pul- 
sated normally. Two acquired lesions, mitral stenosis and 
beri-beri, are possible causes of a large pulmonary artery 
but none of the clinical signs charateristic of these con- 
ditions was present. 

The mild persistent cyanosis may conceivably have been 


S.A. MEDICAL JOURNAL 


24 May 1952 


due to a right to left intracardiac shunt, but its rapid 
disappearance on the administration of oxygen indicated 
a pulmonary cause and the other evidence against the 
presence of a septal defect strengthened this view. It 
was, therefore, concluded that the cardiac failure, large 
pulmonary artery and electrocardiographic changes could 
best be accounted for by a diagnosis of chronic cor pulmo- 
nale secondary to emphysema and bronchiectasis, in which 
the recent signs were precipitated by an acute episode of 
pulmonary infection. 

The patient's left-handedness is worthy of note, although 
Cockayne states that this is no more frequent in situs 
inversus than in the general population. 

There appears to be considerable confusion and dis- 
agreement regarding the manner of inheritance of Karta- 
gener’s syndrome. From an exhaustive enquiry Cockayne 
concluded that a single recessive autosomal gene was res- 
ponsible for the inheritance of situs inversus and that 
the gene was harmful in that it also permitted a tendency 
to bronchiectasis. Torgersen, however, disagreed with the 
findings of Cockayne and maintained that it was the ten- 
dency to bronchiectasis which was inherited, and that 
this might or might not be accompanied by situs inversus. 
He thought it unjustifiable to assume that these traits were 
mediated by a single gene, since an interaction of several 
genes seemed to be involved. 

The renal condition appears to be of a type not recorded 
before in this condition. One of Kartagener and Hor- 
lacher’s cases had congenital cystic kidneys, while the 
case recorded by Rosenthal had ‘chronic nephritis’. 
Pyelograms were not done in the latter case. Renal 
abnormalities have not been noted in any other cases of 
situs inversus and bronchiectasis in the literature at my 
disposal. The form of inheritance of double kidneys and 
reduplicated ureters appears fairly clear-cut from a recent 
study carried out by Ten Berge and Wildervanck.'* They 
concluded that the mode of inheritance was probably 
dominant, and this was also noted by Sirks and Waarden- 
burg.'’ Since, in most cases, this type of renal anomaly 
is symptomless it may well be more frequent in Karta- 
gener’s syndrome than seems to be the case at present. It 
is significant clinically in that it predisposes to infection 
of the urinary tract. 

It appears clear that situs inversus viscerum, bronchi- 
ectasis and sinusitis may be found in various combinations. 
Thus the full triad of Kartagener may be present or the 
situs inversus may be associated with bronchiectasis alone 
(as in this case and in 4 of Olsen's 14 cases) or with 
sinusitis alone. 

Of great significance is the high incidence of bronchi- 
ectasis in the siblings of these cases. It emphasizes the 
possible influence of a congenital bronchial weakness in 
so-called acquired bronchiectasis. While the importance 
of acquired factors, atelectasis, infection, etc., in cases of 
bronchiectasis cannot be denied, a congenital factor may 
Operate in many of the apparently acquired examples. 
At all events, the radiological appearances are much the 
same in both. There is, however, some uncertainty about 
the exact bronchial deficiency in Kartagener's syndrome. 
Kartagener and others have believed it to be a lack of 
elastic tissue in the bronchial walls, while Churchill ¢ 
has proposed that an altered secretory activity of the 
bronchial mucosa may be the basic abnormality. 
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SUMMARY 


1. The literature relating to situs inversus viscerum and 
bronchiectasis is reviewed. 

2. A case is reported of the condition in a South African 
Native with congestive cardiac failure, a large pulmonary 
artery and renal anomalies. 

3. Congenital heart lesions in situs inversus are dis- 
cussed and it is concluded that the heart failure in the 
case described is due to chronic cor pulmonale. 

4. The mode of inheritance of Kartagener's triad and 
of the renal malformations is discussed. 

5. The occurrence of complete and incomplete forms of 
the condition is noted. 

6. The significance of a congenital factor in bronchi- 
ectasis in general is emphasized. 
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NEW PREPARATIONS AND APPLIANCES 


*Rimipon’ (TRADE Mark): Orat CHEMOTHERAPY OF TUBERCULOSIS 


Composition. Rimifon contains as active principle isonicotinyl- 
hydrazine, a colourless, water-soluble substance. 

Rimifon is available as scored 50 mg. tablets. 

Properties. In vitro Rimifon in a dilution of 1: 60,000,000 
exerts a specific bacteriostatic action against Mycobacterium 
tuberculosis of human type. 

_ In vivo Rimifon proved highly effective in numerous 
investigations on mice and guinea-pigs infected with Mycobac- 
terium tuberculosis of both human and bovine type. 
The chemotherapeutic index of Rimifon is very favourable; 
toleration is exceptionally good. According to the evidence 
available Rimifon appears to exert not only bacteriostatic but 
also bactericidal actions in the tuberculous organism. 

far the results of clinical trials on human beings have 
been as successful as those on experimental animals. Patients 
with caseating pneumonic and cavernous pulmonary tuber- 
culosis, the majority of whom had not or no longer responded 
to the usual chemotherapy, improved under Rimifon treatment 
within 10 days, or in many cases sooner; there was a drop in 
temperature, rapid gain in weight, reduced sputum and 
coughing, and in one-third of the cases the sputum became 
bacterio — negative. There was simultaneous improve- 
ment in the psychic condition of the patients. Certain cases 
even present radiological improvement (regression) of 


exudative foci; in some instances also decrease in size of 
cavities). ‘ 

Several forms of extrapulmonary tuberculosis also responded 
to Rimifon therapy with improved general condition, gain in 
weight, decreased suppuration, etc. 

Conforming with its comparatively low toxicity in animal 
experiments, Rimifon was well tolerated throughout by human 
beings; routine tests showed that the blood picture, renal and 
liver functions were not affected. To date only occasional 
minor side-effects, particularly at the beginning of the therapy, 
have been observed: muscle twitching, dizziness, exaggerated 
reflexes, constipation, disorders of micturition. 

Indications. The investigations already carried out suggest 
that the exceptionally marked anti-tuberculotic properties of 
Rimifon should be effective against most forms of pulmonary 
and extra-pulmonary tuberculosis. : 

Dosage. Rimifon is given by mouth 3 times rn A after 
meals to an average total daily dosage of 50 mg. (1 tablet) per 
10 kg. body weight. 

Packings. Tablets 50 mg. (100 and 1,000). ‘ 

Manufactured by: F. Hoffmann-La Roche & Co. Ltd. Co., 
Basle (Switzerland). 

Marketed in South Africa by: 
6158, Johannesburg. 


Roche Products. P.O. Box 


ABSTRACT 


G. R. Coatney, W. C. Cooper, D. S. Ruhe, M. D. Young and 
R. W. Burgess (1950): Studies in Human Malaria XVIII. The 
Life Pattern of Sporozoite-Induced St. Elizabeth Strain Vivax 
Malaria. Amer. J. Hyg., 51, 200. 


In the eighteenth paper of their Studies in Human Malaria, 
the authors descri the life pattern (primary attack and 
relapses) of sporozoite-induced infections with a strain of 
Plasmodium vivax. The following points merit a special 
mention :— 

1. In the absence of protective medication nearly all patients 
(50 out of 53) yey an initial attack within 10 to 18 days; 
the remaining 3 had delayed first attacks after 10 to 11 months. 

2. Forty-one out of 120 men who had received protective 
medication had their primary attack 12 to 64 days after 
exposure, 76 had it 64-114 months after exposure, and three 


never exhibited overt malaria. Thus protective medication 
roved inadequate in 41 men. This could be explained by 
insufficient dosage (e.g. 250 mg. of quinine sulphate daily, etc.}. 
No compound acted as a permanent preventive of infection: 
however, pamaquine or pentaquine were not tested for this 
property 

3. Antiplasmodial therapy was given to 116 subjects during 
their aay primary attacks. All those who were given 
adequate doses of quinine, uinacrine or chloroquine 
developed long-term latency, i.e. of about 9 months. Of these 
116 subjects, 10 were treated with adequate doses of quinine 
and pentaquine and no late attacks appeared in these men. 

4. The first late attack was interrupted with pamaquine (or 
a and quinine in 28 subjects; only one patient 
relapsed. 
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EDITORIAL 


AN INTERNATIONAL PHARMACOPOEIA * 


Volume I of the Pharmacopoea Internationalis—the first 
international pharmacopoeia—has just been published by 
the World Health Organization. The appearance of this 
work, marking as it does a major advance towards the 
international unification of the terminology, strengths and 
composition of pharmaceutical substances—is of historic 
significance. 

The need for uniformity in pharmacopoeial standards 
was recognized as long ago as the middle of the 19th 
century, by which time many national pharmacopoeias, 
laying down various standards for the same drugs, were in 
existence. That such differences in national standards 
might ‘ constitute a source of danger to travellers who may 
need to have the same prescription dispensed in different 
countries" was apparent, and attempts were made to 
evolve a system of unification. 

It was not until 1902, however, that the first definite 
step towards unification—the drawing-up, at a conference 
called by the Belgian Government in Brussels, of the first 
International Agreement for the Unification of the 
Formulae of Potent Drugs—-was taken. This Agreement, 
ratified in 1906, was followed in 1929 by a second Agree- 
ment, the main practical interest of which lay in the 
inclusion of an Article containing a Table giving the 
strengths and descriptions of 77 potent drugs and prepara- 
tions; from this Article, the idea of an_ international 
pharmacopoeia — compiled jointly by pharmacopoeial 
experts from various countries—was conceived. 

Work on the drafting of the Pharmacopoea Inter- 
nationalis was started in 1937—under the auspices of the 
League of Nations Health Organization—but was inter- 
rupted by the second World War, and was not resumed 
until 1947 when the Interim Commission of the World 
Health Organization, which took over the functions of the 
League's health organization, set up the WHO Expert 
Committee on the Unification of Pharmacopoeias. It is 
thanks to the unflagging efforts and singleness of purpose 
of this committee that the first volume of the first pharma- 
copoeia to contain internationally-approved standards and 
nomenclature for drugs is now available. 

The Pharmacopoea Internationalis (Ph.1) is similar in 
form to the present-day national pharmacopoeias. Volume 
1, in addition to 199 monographs giving specifications for 
drugs and preparations, including certain of the newer 


* Pharmacopoea Internationalis. (Bulletin of the World Health 
Organization Supplement 2.) First Edition. Volume 1. (Pp 
406 + xviii, 35s.) Geneva: World Health Organization. 1951 
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VAN DIE REDAKSIE 


INTERNASIONALE FARMAKOPEIA* 


Die eerste boekdeel van die Pharmacopoea Internationalis 
die eerste internasionale farmakopeia—is so pas deur 
die Wéreld-Gesondheidsorganisasie uitgegee. Die ver- 
skyning van hierdie werk, wat 'n groot vooruitgang aandui 
in die strewe om internasionale eenvormigheid van die 
terminologie, die sterkte en die samestelling van artseny- 
kundige stowwe te verkry, is van geskiedkundige betekenis. 
Die behoefte aan eenvormigheid op die gebied van 
artsenykundige maatstawwe is al so lank gelede soos die 
middel van die 19e eeu erken. Reeds in daardie tyd het 
daar al baie nasionale farmakopeias bestaan wat verskil- 
lende maatstawwe vir dieselfde geneesmiddels aangegee 
het. Dit was duidelik dat dergelike verskille wat 
nasionale maatstawwe betref, ‘n bron van gevaar kon 
wees vir reisigers wat dit nodig mag vind om dieselfde 
voorskrif in verskillende lande te laat opmaak; derhalwe 
is daar pogings aangewend om '‘n stelsel te ontwikkel 
waarvolgens eenvormigheid verkry kon word. 

Die eerste daadwerklike stap om eenvormigheid te 
verkry is egter nie voor 1902 gedoen nie; in daardie jaar 
het die regering van Belgié in Brussel ‘n konferensie belé, 
en daar is die eerste Internasionale Ooreenkoms oor die 
Eenvormigheid van die Voorskrifte vir Sterk Genees- 
middels opgestel. Hierdie Ooreenkoms wat in 1906 be- 
kragtig is, is in 1929 deur ‘n tweede ooreenkoms opgevolg. 
Die grootste praktiese betekenis van hierdie tweede Oor- 
eenkoms was die insluiting van ‘n Bepaling van ‘n Tabel 
wat die sterktes en beskrywings van 77 sterk geneesmiddels 
en bereidings aangegee het. As gevolg van _ hierdie 
bepaling het die gedagte ontstaan om ‘'n internasionale 
farmakopeia op te stel wat gesamentlik deur artsenykun- 
dige deskundiges uit verskillende lande saamgestel sou 
word. 

In 1937 is daar onder beskerming van die Volkerebond 
se Gesondheidsorganisasie met die ontwerp van die 
Pharmacopoea Internationalis ‘n begin gemaak, maar die 
werk is met die tweede Wéreldoorlog onderbreek, en is nie 
voor 1947 hervat nie. In hierdie jaar het die Tussentydse 
Komitee van die Wéreld-Gesondheidsorganisasie, wat die 
pligte van die Volkerebond se Gesondheidsorganisasie 
oorgeneem het, 'n Kommissie van Deskundiges van die 
WGO in die lewe geroep om op die eenvormigheid van 
farmakopeias in te gaan. Danksy die onvermoeide ywer 
en heelhartige toewyding van hierdie kommissie is die 
eerste boekdeel van die eerste farmakopeia met die maat- 
stawwe en benamings van geneesmiddels, soos dit inter- 
nasionaal goedgekeur is, nou verkrygbaar. 

Die Pharmacopoea Internationalis (Ph. 1.) lyk net soos 
die hedendaagse nasionale farmakopeias. Die eerste 
boekdeel bevat naas 199 monografieé met spesifikasies vir 


* Pharmacopoea Internationalis. (Bulletin of the World Hea!th 
Organization Supplement 2.) le druk. Vol. 1. (BI. 406 + 
xviii. 35s.). Geneva: World Health Organization. 1951. 
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OUTSTANDING 
DEVELOPMENT 


in the approach 
to the treatment of 


PRURITUS VULVAE 


PRUVAGOL (Camden) has been developed after 
a long time of concentrated research into the treat- 
ment of pruritus vulvae associated with vaginal 


conditions in a matter of days, and the actual irrita- 
tion disappears soon after the first application. It was 
found to be effective in the treatment of discharges 


discharge and allied conditions (excluding venereal 
infections). 

Extensive clinical trials carried out with the 
co-operation Of leading gynaelcologists have shown 
that treatment with Pruvagol will clean up the clinical 


and pruritus associated with Morrilia Albicans, 
eliminating the necessity for treatment with Gentian 
violet. PRUVAGOL contains Sulphonated derivative 
of Diamino-disulphomethyl-fuchsonium combined 
with a substance of marked bacteriophrenic actions. 


PRUVAGOL 


(DIAMINO-DISULPHOMETHYL-FUCHSONIUM SULPHONATE) 


Available in tubes, with a special applicator, 
' or in pessaries. 


CAMDEN CHEMICAL COMPANY, LIMITED 


London 


England 


Sole South African Distributors: 


WESTDENE 


22-24 Essanby House, 175 Jeppe Street 


PRODUCTS 


P.O. Box 7710, Johannesburg 


(PTY.) LTO. 


Phone 23-0314 


And at Cape Town, Durban, Pretoria 
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“Look to your health 


--. and value it next te a good conscience” 


THE COMPLEAT ANGLER, IZAAK WALTON 
(1593-1683) 


Many of your patients may frequently require 
an efficient tonic and stimulant. Doctors, 
therefore, will welcome the introduction of 
the new ‘ Embelix brand general tonic, rich 
in iron and providing the essential elements 
of the vitamin B complex plus the stimulants 


. t M B t L | X ° caffeine and strychnine. ‘ Embelix ' is .particu- 


larly valuable in assisting recuperation follow- 
GENERAL TONIC 


d 8 fi. bottles 
ing severe illness and in states of impaired 


appetite, lassitude and general debility. 


monufactured and distributed by MAYBAKER (S.A.) (PT Y.) LTD 


McHARDY AVENUE - P.O. BOX 1130 - PORT ELIZABETH 
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substances such as antitoxic sera and the sulpha drugs, 
contains 13 appendices—in which reagents, test solutions, 
solutions used for volumetric analysis, weights and 
measures are defined; biological assays, determinations of 
potency and limit tests for various metals and salts are 
described; the international atomic weights of elements 
mentioned in the volume are listed; and the usual and 
maximal doses of drugs for adults are tabulated—and a 
section, entitled ‘General Notices’, in which descriptive 
terms used for solubilities and containers are defined; and 
general observations of nomenclature, galenicals, mole- 
cular weights, interpretation of figures, chemical and 
graphic formulae, assays, etc. are given. 


The Pharmacopoea Internationalis should be particularly 
useful to countries whose national pharmacopoeias need 
revision. For those countries which have yet to develop 
a national pharmacopoeia it is hoped that their health 
and pharmacopoeial authorities will decide to adopt the 
Pharmacopoea Internationalis as a whole as their official 
pharmacopoeia. A supplement could be prepared by the 
country concerned so as to complete the Pharmacopoea 
Internationalis according to national requirements. 


To say merely that the Pharmacopoea Internationalis 
will be consulted with interest by pharmacists and physi- 
cians throughout the world would be an under-statement; 
it will be of immense practical importance to all concerned 
with the prescribing and dispensing of pharmaceutical 
preparations, and will undoubtedly, as is hoped in the 


preface, ‘contribute to promote and protect the health 
of all peoples’. 
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geneesmiddels en bereidings insluitende sommige van die 
nuwere stowwe soos antitoksese serums en die sulfa- 
middels, 13 byvoegsels waarin reagentia, proefoplossings, 
oplossings gebruik by volumetriese ontledings, gewigte en 
mate omskryf word. Biologiese bepalings, die vasstelling 
van sterkte en grenstoetse vir verskillende metale en soute 
word beskryf. Daar word ‘n lys aangegee van die inter- 
nasionale atoomgewigte van die elemente wat in die boek 
genoem word. Die gewone en maksimale dosisse van 
geneesmiddels vir volwassenes word in tabelvorm gerang- 
skik. ‘n Afdeling onder die opskrif ,Algemene Kennis- 
gewings’ verklaar die beskrywende benamings wat vir 
oplosbaarheidsgrade en houers gebruik word. Algemene 
opmerkings oor benamings, galeniese bewoordinge, mole- 
kulére gewigte, die vertolking van syfers, chemiese en 
grafiese formules, bepalings, ens., kom ook voor. 

Die Pharmacopoea Internationalis behoort veral vir dié 
lande wie se nasionale farmakopeias hersiening nodig het, 
tot groot diens te wees. Daar word gehoop dat die 
gesondheids- en artsenykundige owerhede in die lande wat 
nog nie 'n nasionale farmakopeia ontwikkel het nie, sal 
besluit om die Pharmacopoea Internationalis in sy geheel 
as hul amptelike farmakopeia aan te neem. Die betrokke 
land sou dan ooreenkomstig die nasionale behoeftes ‘n 
byvoegsel kon opstel om sodoende die Pharmacopoea 
Internationalis aan te vul. 

Dit ly geen twyfel nie dat die Pharmacopoea Inter- 
nationalis dwarsdeur die wéreld deur aptekers en dokters 
met belangstelling geraadpleeg sal word. Dit sal van 
onskatbare praktiese waarde wees vir almal wat betrokke 
is by die voorskryf én opmaak van artsenykundige voor- 
bereidings. Dit sal ongetwyfeld, soos dit in die voorwoord 
gestel word, ,bydra tot die vooruitgang en die beskerming 
van die gesondheid van alle volkere’. 


CORONARY THROMBOSIS WITH CARDIAC INFARCTION 


TWO PROBABLE CASES IN AFRICANS 


E. Mevrzer, M.B., Cu.B. anp A. C. Ronacp, M.B., Cu.B. 
Boksburg-Benoni Hospital 


Although there are many references in the literature to 
the incidence and cardiovascular effects of arteriosclerosis 
and hypertension in Coloured races, these are mainly 
based on post-mortem studies or are in the nature of 
statistical analyses. Extensive search produced only 2 
articles dealing with the clinical aspects of coronary throm- 
bosis ''? and it was felt that a description of .2 possible 
cases of cardiac infarction in African patients would be 
of interest. 

Both patients were admitted to the medical wards of 
the Boksburg-Benoni Hospital within a period of about 
28 months, and were the only 2 diagnosed as myocardial 
infarction in the last 5 years. 

Case 1. S. B., aged 35 years, an African of Shangaan 
origin, was domiciled for the greater part of his life in 
Benoni, and was a delivery man to a fish merchant. He was 
admitted to the hospital on 13 May 1949, having been ill 
for one month and in bed for one week. The main complaint 


was pain in the chest, directly over the sternum, which came 
on one month before while cycling. He described it ‘as if 
someone had knocked him in the chest’. He felt breathless 
and had to sit down until the pain left him in 10-15 minutes. 
This was followed by a similar pain an hour later, and again 
he had to rest. The pain radiated to the left side of the chest 
and abdomen, and came on about 3 times daily, especially 
on exertion, but it also occurred occasionally while at rest. 
He never vomited with the pain, which was also quite 
unrelated to meals. He coughed frequently, and this, too, 
was unrelated to the pain. There was no swelling of the feet. 
The rest of the history and also the previous history was non- 
contributory. An outside doctor stated that he had a slight 
temperature, triple rhythm at the apex and some tenderness 
over the liver 

He was a Native male of medium height and spare build, 
but well nourished. There was no cyanosis, oedema or 
dyspnoea. The neck veins were not distended. The pulse 
was regular, 84 per minute, and the blood pressure 100/80 
mm. Hg. The heart was not enlarged clinically. There were 
no murmurs and the sounds were closed. The respiratory 
system was normal in all respects and no abnormalities were 
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detected in any of the other systems. X-ray (Fig. 1) con- 
firmed the fact that there was no cardiac enlargement and 
screening showed good movements of auricles and ventricles. 
The lung fields were clear. 


The Wassermann reaction was negative. The sedimentation 
rate, blood count and blood cholesterol were within normal 
limits. Electrocardiographic tracings on 14 May 1951 showed 
normal time relationships and a ee rhythm (Fig. 2a): 

Lead I: Small Q and an inve T. 

Lead Similar 
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Lead Ill: Small QRS. Flattened T. 

Lead AVL and AVF: Inverted T. 

V leads: V,, M-shaped QRS and inverted T. 

Increasing inversion of T in V,, V,. V,. V, with some 
displacement of ST segment in leads V,. V,:; T in lead V, was 
inverted with a deep S in this lead. 

He was thought to be suffering possibly from coronary 
thrombosis, infective myocarditis, pericarditis, cor pulmonale 
or beri-beri, but no definite diagnosis was established at this 
time. 

An electrocardiogram taken on 18 May 1949 (Fig. 28) 
showed the following features differing from the one taken on 
14 May 1949: 

In lead I, T was now upright and distinct. 

Lead II: Increased size of P and upright and well-marked T; 
similarly in lead ITI. 

AVL and AVF showed changes: Q pronounced in AVL and 
T upright in AVF. 

V, showed a large R with T upright. 

T in leads V,, V,, V,, V;, V, is now upright and there is 
still a marked § in lead 6. 

A tracing taken on 22 June 1949 (Fig. 2c) showed a further 
change in Read III, with flattening of T, and return to a deeper 
= of T waves throughout V leads with a deep S in 
ead 6. 

Further electrocardiograms taken during the year showed the 
same characteristics. 

He was discharged in due course, but was seen at home 
before re-admission on 11 October 1950. He complained on 
this occasion of bluish discoloration of the skin over the inner 
aspect of the thighs, especially on the right. The ankles and 
knees were painful, with burning continuous pain present, 
increased on walking. Salicylates had no effect on this. He 


complained of cough productive of mucoid sputum, but no 
haemoptysis. There was no dyspnoea. 

Special features this time were large bluish patches on the 
inner aspects of both thighs, involving the skin, and small 
nodules on the extensor surfaces of the left arm, right leg and 
dorsum of the right foot. 
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The chest was normal and the vital capacity 3,300 c.c. Pulse 
rate, 80 per minute. Blood pressure, 100/70 mm. Hg 

No abnormalities were detected on examination of the 
praecordium. 

The circulation times were: arm to lung, 3 seconds; arm to 
tongue, 11 seconds. 

he other systems appeared normal. 

X-ray on this occasion (Fig. 3) showed no enlargement of the 
heart, but an enlarged and prominent pulmonary conus. 
Screening showed normal heart movements. 


The Mantoux test was negative, and the basal metabolic 
rate and blood counts were within normal limits. 
The electrocardiagram showed slight changes from previous 


tracings, T in V, and 
(Fig. 2p). 

The blood cholesterol was 120 mg. per 100 c.c.; blood urea 
29 mg. per 100 c.c. 

Serum proteins showed inversion of the normal ratio: 
albumin, 3.3 gm.; globulin, 3.7 gm. : 

The patient died on 7 May 1951. He had severe pain in 
the chest during the preceding night. His wife stated that 
his heart was beating very fast, and that he died in attempting 
to get out of bed. Autopsy permission was refused. 

This case presented some difficulty in diagnosis. It 
was thought at first that possibly he had pericarditis or 
cor pulmonale. The X-rays and the screening were 
decidedly against this. Nutritional myocarditis and ben- 
beri heart were considered. Against this was the fact 
that administration of thiamine chloride for a period, and 
full ward diet did not affect the electrocardiographic 
pattern and that, as time went on, a definite right heart 
enlargement followed; nor in any respect did it conform 
to the syndrome described by Gillanders* as nutritional 
heart disease. The electrocardiographic pattern, the sub- 
sequent development of an enlarged right outflow tract, 
and the clinical history supported a diagnosis of coronary 
thrombosis, with developing left ventricular failure. 

A further possibility in the differential diagnosis, namely 
polyarteritis nodosa, was also considered, but there was 
insufficient evidence to confirm this. 


now being upright but small 
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Case 2. C. N., a Bantu male domestic servant aged about 
SO years, was admitted on 8 August 1951. His main com- 
plaints were swelling of the feet, dyspnoea on exertion and 
cough. Slight pain in the praecordial region was admitted 
only on direct questioning and was passed over very lightly 
by the patient, who had disregarded this mild symptom and 
could not furnish any details about it. Paroxysmal nocturnal 
dyspnoea and palpitations were not admitted. 

A feature of the history was its short duration, ie. 3 days 
before admission, except for his cough, which was of longer 
duration. 

The patient was thin but not malnourished, and the relevant 
findings were distended neck veins and oedema of the ankles. 
Clubbing of the fingers and cyanosis were absent. The liver 
was slightly enlarged and conde. 

The pulse was regular, 96 per minute and the blood pressure 
130/105 mm. Hg. The heart was slightly enlarged clinically, 
the apex beat being just outside the mid-clavicular line and 
5 inches from the mid-line. No thrills were palpable. On 
auscultation a protodiastolic gallop was heard at the left border 
of the sternum. Over the mitral area a grade III systolic 
murmur was audible, and this was conducted to the axilla. 

The chest was normal except for a few crepitations at both 
bases. There was marked scoliosis of the lumbar spine. 

An electrocardiogram (Fig. 44) on the morning after his 
admission showed :— 

Slightly depressed S-T segments and depressed T in lead 1. 

Abnormal Q and downward T in lead II. 

Abnormal Q and elevated S-T and downward T in lead III. 

The main features in the augmented unipolar limb leads were 
the depressed S-T segment in AVL and the elevated S-T 
segment and abnormal Q in AVF. 

The praecordial leads further supported a diagnosis of 
posterior infarction, the changes being most pronounced in 
V, and V, where there is a marked depression of the S-T 
segment with inversion of the T wave. 

The patient's clinical condition was satisfactory. His blood 
pressure had risen slightly (140/100 mm. Hg) and he main- 
tained his progress so that 13 days after his admission there 
were no clinical signs of failure. However, the expected 
electrocardiographic changes were slow to appear and serial 
tracings showed the following features :— 

17 August 1951 (Fig. 48): The standard and augmented 
unipolar leads were very similar to those of the first tracing 
except that Q, had become somewhat deeper. 

The praecordial leads showed that T in V, (and in V,) was 
no longer inverted. RS-T was now less depressed, rather 
sloping in a downward direction and merging into a biphasic 

The electrocardiogram taken almost one month after 
admission (7 September 1951) (Fig. 4c) showed Q, to be deeper 
than before and T, more deeply inverted. The unipolar leads 
were similar to those previously described, except that all the 
features of posterior infarction have become more accentuated 
in AVP. 

The praecordial leads V, , show relatively tall R waves and 
the typical large upright T waves. V, still had inverted T 
waves. 

X-ray showed enlargement of the heart, especially the left 
ventricle. The chest was clear. 

The patient was discharged on 2 October 1951. On 
8 November 1951 he presented himself in the Casualty 
Department, again in cardiac failure, gradual in onset and 
without praecordial pain. Examination on this occasion 
showed all the features of generalized failure to be more 
pronounced than on the previous admission. 

The blood pressure was 110/94 mm. Hg, and the venous 
pressure in the arm at the level of the auricles was 19 cm. H,O. 

The electrocardiogram (8 November 1951) (Fig. 4p) showed 
a flattened T in lead I and an abnormal Q in lead Ill. The 
augmented unipolar leads showed no remarkable features and 
the praecordial leads showed left ventricular hypertrophy in 


The patient was given digitalis and he responded well. At 
time of writing the patient is no longer in failure. 
An electrokymogram showed no abnormality. 
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On the basis of the electrocardiographic findings, the 
occurrence of cardiac failure and the negative history 
about rheumatic fever, this appeared to be a case of 
posterior myocardial infarction. The only point appar- 
ently against the diagnosis was the uncertain history which, 
however, seems to be a not uncommon feature. It has 
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been stated that numerous non-European tracings sugges- 
tive of myocardial infarction proved not to be so when 
autopsy was performed. In our opinion a tracing which 
is indicative of myocardial infarction in a European will 
prove to be equally so in the Coloured races. 

These 2 patients were accepted as clinically proven 
cases of coronary thrombosis and resembled each other 
at least in that the infarction occurred without the shock 
and collapse so common in white patients, and in the 
extent and degree of the electrocardiographic abnormali- 
ties which they demonstrated. 

Case II falls in, at least to some extent, with the descrip- 
tion of myocardial infarction in Negroes as given by 
Hunter, viz. that the common clinical picture in Negroes 
is an exacerbation, usually sudden, of decompensation of 
several years’ duration. No case, according to Hunter, 
has chest pain, but dyspnoea occurs in every case. 

However, Yater,? and others, in a description of coronary 
thrombosis in men under 40 years of age state that pain 
is a prominent symptom in Negroes, especially in those 
who survive the attack. This marked difference in the 
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2 descriptions is accounted for, according to Yater, by 
the older age group to which Hunter's cases must have 
belonged. Case 1 resembles Yater’s description more 
closely, and it is of interest that his age was under 39 
years, whereas Case 2 was approximately 50 years old. 
The references in the opening paragraph are derived 


mainly from the South African and American literature 
and can be divided into 2 groups. The authors of one 
group, e.g. Hunter, and Weiss‘ state that the incidence 
of myocardial infarction is similar in both European and 
non-European (Negro) races, whereas the opposing camp 
insists on a significantly greater incidence of coronary 
occlusion and myocardial infarction in European patients. 

It is generally accepted that the incidence of hyper- 
tension in the African and Negro races is as high as 
and even higher than in Europeans, and Ordman,° re- 
viewing hypertension in the African, stated that on the 
whole the incidence of hypertension tends to be greater 
in females. In his thesis on Cardiac Disease in the 
African, Becker * notes that one of the most significant 
features of the heart in hypertensive arteriosclerosis in 
African and Coloured subjects is the relatively low inci- 
dence of coronary occlusion and coronary thrombosis. 
This opinion was based on post-mortem studies, and is 
supported by Gelfand’ who states that he has not yet 
encountered a case of coronary thrombosis at autopsy 
in the African. However, he is in conflict with Ordman 
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a block is described by Hems* as being an 
almost perfect form of anaesthesia for delivery and 
postpartum repair. Within three minutes of injection, 
considerable perineal gaping is effected which facilitates 
breech and low forceps deliveries and lessens the risk of 
perineal laceration. 

Pain caused by perineal stretching is entirely 
avoided. The most effective anaesthetic preparation is 


composed of:— 


30 c.c. of 1%, procaine 

0.5 c.c, adrenalin 

1,000 Benger units ‘Hyalase’ 
(Hyaluronidase) 


The incorporation of the enzyme hyaluronidase results in com- 
plete and almost instantaneous perineal anesthesia. Injection of 
the nerve is rendered unnecessary when the preparation is infil- 


trated into the vicinity of the nerve. 


TECHNIQUE 

The ANAESTHETIC-HYALASE solution ts administered 
as follows 

The needle is inserted as far as the ischial tuberosity 
5 ml. of solution being introduced posteriorly and medially 
to anaesthetise the perineal branch of the posterior cut 
aneous femoris nerve In order to anaesthetise the pu 
dendal nerve where it enters Alcock’s canal, the needle 
is passed horizontally to the ischial spine and a 
further 5 mi. is deposited in this region. An additional! BRITISH CHEMICALS & BIOLOGICALS 
5 mil. is then infiltrated in the superior portion of the 

labia minora in order to anaesthetise the perineal branches (3.A.) (PEY.) LIMITED 

of the ilio-inguinal nerve. A similar procedure is carried 259 Commissioner Street 


out on both sides of the perineum JOHANNESBURG 
P.O. Bex 5788 


Further information may be obtained 
on request from 


By this method effective pudendal block is obtained with 
out injection of the nerve. Heins reports that in 50 cases 
#0 treated anesthesia was almost instantaneous, with al! 
the advantages and none of the disadvantages of spina 
anaesthesia, 


*sOUTH CAROLINA MED. ASS, JOURNAL 1950, 46, 309 
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April, 1932. 
Dear Doctor, 

There is no doubt that the antibiotics, Cortisone 
and A.C.T.H., have had a marked influence on therapeutics in 
modern medicine, but there is one type of disability, however, 
that has hitherto defied practically all our efforts at medical 
treatment—that due to spasm of smooth muscle and it includes 
such conditions as: 

Angina Pectoris 
Buerger's Disease 
Arteriosclerosis 
Diabetic Gangrene 
Raynaud's Disease 
Hypertension 
Migraine 

Pyloric Spasm 


Gall Bladder Spasm 

Renal Colic 

Ureteric Spasm 

Dysmenorrhea 

Spasm of Retinal Vessels 

Acrosclerosis 
(Parasthesias of the 


Spasm of the Colon extremities). 


Recently, however, a new antispasmodic has been 
discovered in Holland by Messrs. Brocades-Stheeman & 
Pharmacia. This antispasmodic is named CYCLOSPASMOL. 

Clinical research work conducted during the last eighteen 
months in Holland, England, America, Australia and South 
Africa would indicate that in CYCLOSPASMOL the Medical 
Profession has at last found an antispasmodic of real value. 
Preliminary reports from abroad are being checked at the 
Peripheral Vascular Clinic of the Johannesburg Hospital and 
it would appear that the claims made for CYCLOSPASMOL in 
the conditions mentioned are likely to be substantiated. 

We invite you therefore to try out CYCLOSPASMOL on 
one or two of your most resistant cases and feel confident that 
you will be more than pleased with the results you achieve. 


DOSAGE: One or two tablets (20 mgm. or 40 mgm.) 
three times daily, gradually reducing to a 
maintenance dose of one tablet daily. 


PACKING: 20's, 50's and 250's. 
With pleasure at your service, 
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SELECTED PHARMACEUTICALS (PTY.) LTD. 


Maurice J. Garber, 
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Geagte Dokter, — 
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soon en A.C.T.H., 'n groot invloed uitoefen op terapie in die 
moderne geneeskunde. Daar is egter een tipe afwyking wat 
dusver alle pogings in geneeskundige behandeling verydel 
het en wat te wyte is aan kramptoastande van die onwille- 
keurige spiere. Dit sluit toestande in soos: 
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Ureterkramp (of -spasma) 

Dismenoree 

Kramp van die retinavate 
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Angina Pectoris 
Siekte van Buerger 
Arteriosklerose 
Diabetes-gangreen 
Siekte van Raynaud 
Hipertensie 
Migrein 
Piloro-spasma 


Onlangs egter is ‘n nuwe antispasmodiese middel in 
Holland ontdek deur die firma Brocades-Stheeman en Phar- 
macia. Hierdie middel staan bekend as Cyclospasmol. 

Kliniese navorsingswerk wat gedurende die afgelope 
agtien maande in Nederland, Engeland, Amerika, Australié 
en Suid-Afrika uitgevoer is skyn daarop te dui dat die mediese 
professie eindelik in Cyclospasmo! 'n antispasmodiese middel 
van besondere waarde gevind het. Voorlopige verslae van 
oorsee word by die Peripheral Vascular-kliniek van die 
Johannesburg Hospitaal gekontroleer en dit blyk dat die 
aansprake van Cyclospasmo! onder die genoemde toestande 
vermoedelik bevestig sal word. 

Ons nooi u derhalwe om Cyclospasmol te toets op een of 
twee van u hardnekkigste gevalle en ons voel daarvan oor- 
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Dienswillig die uwe, 
SELECTED PHARMACEUTICALS (PTY.) LTD. 


Maurice J. Garber, 
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in his remark that essential hypertension is found in the 
African much less often than in the European. 

No reports on the incidence of hypertension in East 
African Natives could be found, but Davies * quotes one 
case of coronary thrombosis due to arteriosclerosis, in 
a series of 159 autopsies performed in cases of sudden 
death. In contrast there were, in the same series, 22 
cases of coronary obstruction due to syphilitic involve- 
ment of the ostia. 

Williams *® states that coronary atheroma is rare in 
Uganda, and although he described African patients with 
cardiac (anginal) pain, this symptom was always produced 
by involvement of the coronary ostia by syphilitic disease. 

That cardiac pain can and does occur in Africans is 
undoubtedly true, but a good history of angina is seldom 
obtained spontaneously, and as ‘ pain in the chest’ is such 
a common complaint, it is often disregarded by the 
medical attendant. It is a noticeable feature amongst 
Africans that subjective symptoms tend to be disregarded. 
Pain is often not well appreciated and frequently poorly 
described. A story of dyspnoea on exertion in cardiac 
failure is seldom obtained except on direct questioning, 
but visible, objective signs drive the African to seek medical 
advice, e.g. ascites, oedema of the feet. Weiss states that 
the relative infrequency with which the syndrome of angina 
pectoris is encountered in Negro charity patients can be 
explained by a lack of ability fully to describe and inter- 
pret cardiac pain, and also that such patients are reluctant 
to become hospitalized for uncomplicated angina pectoris: 
lastly, once myocardial failure has set in, this could obscure 
all history of angina. This is important in relation to the 
history-taking of a patient suspected of having coronary 
thrombosis. 

These are some of the factors that produce differences 
in the reported incidence of ischaemic heart disease in 
Europeans and in non-white races. Also to be taken into 
account are differences in social status. Thus Gager and 
Dunn,'® quoted by Weiss and by Lewis,'' found the 
incidence of coronary thrombosis in their white private 
patients to be 9.6%, as compared with to 1.8% for white 
charity patients. This last figure approaches the 0.8% 
incidence in their Negro cases. 

That racial and anatomical differences may play a part 
has been discussed by many authors. Differences in 
appreciation of pain have already been mentioned, and 
Roberts '? quoting Libman says that although the physical 
basis for angina is present in Negroes, the symptom com- 
plex is absent because of the less acute perception of pain. 
He continues that angina occurs usually in the sensitive 
nervous person, as the Jew or tense efficient American, 
rather than in the calm accepting Chinaman, or in the dull 
happy Negro. 

This statement is in direct opposition to what is often 
said to account for the greater relative incidence of hyper- 
tension in the Negro, viz. conflicts with, and efforts to 
assimilate modern civilization. As Lewis in his Biology 
of the Negro says, a theory cannot blow hot and cold. In 
any case, should there not be gradation between the com- 
plete absence of pain in Negro and Bantu and the extreme 
pain of myocardial ischaemia in the European? 

Schwab and Schulze,'* in a review of heart disease 
amongst 10,188 patients in southern U.S.A., found 
only 11 with angina. All 11 occurred in white patients. 
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They find it difficult to explain the difference between the 
2 races. The difference, they feel, does not lie in any 
dissimilarity of pathological or functional changes to which 
the cardio-vascular systems of the 2 races are subject; nor 
can anatomical differences of innervation of the heart and 
great vessels be postulated. 

A fairly consistent anatomical variation was brought to 
light by Brink.'* He found: 

1. In a high percentage of cases there appeared to be an 
extra large branch of the left coronary aren given off close 
to the origin of this vessel. It was named the third primary 
division of the left coronary artery by Brink and coursed 
ee over the myocardium to the posterior obtuse 
order of the heart. 

2. The right coronary artery played a greater role in the 
supply of the posterior surface of the left ventricle in the 
African as compared to that of European hearts. 

3. The anterior descending branch of the left coronary 
artery tended to pass round the lower border of the heart 
and ascend its posterior surface for a considerable distance. 

Thus African hearts fall into the ‘right coronary pre- 
ponderant’ or Group | of Schlesinger, whereas European 
hearts tended to be ‘left coronary preponderant’ in type. 

According to Schlesinger '® the right coronary prepon- 
derant group, and those with ‘ balanced’ circulation are 
less liable to fatal infarctions and tend to show a leaning 
towards healings of infarcts and fibrotic, more diffuse 
lesions of the myocardium. 

Obviously the extra branch arising so close to the left 
coronary origin will help towards producing anastomosis 
and will diminish the extent of an infarction, at least of 
such that occurs within its area of distribution. 

Hypertensive and atherosclerotic disease occurs with 
approximately equal frequency in European and Africans 
but the more favourable anatomical distribution may 
account, says Brink, for the remarkable comparative rarity 
of coronary thrombosis; non-fatal lesions may, however, 
occur with greater frequency than is suspected, survival 
being more common on account of the better vascular 
distribution. 

Blumgart '® also stated that the clinical consequences 
of coronary occlusion are significantly influenced by the 
original pattern of the coronary arteries in any particular 
heart. This may also account for cases of heart failure 
of undetermined cause which are occasionally found in the 
medical wards of a Native hospital. It may be of interest, 
in this connexion, to mention Hunter's 9 Negro cases with 
myocardial infarction proved at autopsy. Of these only 
2 had electrocardiographic tracings diagnostic of such 
infarcts; 6 had suggestive tracings. Serial tracings were 
not taken as the diagnosis had not been entertained. 

That one extra branch amongst so many in the coronary 
circulation should be able to account for so big a difference 
in the pictures of coronary thrombosis and ischaemic heart 
disease in white and non-white is hard to believe. 
However, it is at least a demonstrable variant in the 2 
races. 

Another difference often mentioned is the variation in 
the degree of atheroma seen in the hearts of European and 
Coloured races. The earlier death amongst Negroes and 
Africans is held to account for the less frequently encoun- 
tered advanced coronary atheroma. This, however, is 
begging the question. The severity of the atheroma does 
not necessarily control the frequency of ischaemic heart 
disease. In a well-reasoned and very erudite article 
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Morris '’ showed that there appeared to be a decrease in 
the incidence and severity of atheroma in the population 
under review, despite an increase-—or, at any rate, no 
reduction—in the frequency of ischaemic heart disease. 

Modern writers on coronary artery disease comment on 
the increasing incidence in recent decades of the morbidity 
and mortality due to this disease; few ascribe this increase 
to the changing age constitution of the population or better 
methods of diagnosis or certification. Writers in the 
English literature tend to emphasize the importance of 
mental stress as a predisposing factor, particularly in 
regard to the professional classes. 

Ryle and Russel'* in Natural History of Coronary 
Disease state : 

‘For some time to come we are therefore likely to witness 
a high toll of incapacitation and a sustained, perhaps 
increasing, death rate from coronary artery disease affecting 

often at the time of their greatest efficiency—-some of the 
more industrious members of the community in both sexes 
and in all classes but more especially the male mental workers 
of the higher social-economic grades.” 

Stewart states: 

“The immunity enjoyed by members of primitive races 
disappears if they subject themselves, in exile, to the rigours 
of civilized life. Two main influences are brought to them 
by civilization—-unfamiliar mental stress, an increased 
richness of diet.” 

In concluding he also states: 

* It is, im fact, reasonable to identify sufferers from coronary 
disease as the selected victims of modern stress. Little more 
can be said at present. Nothing is proved. Nevertheless, the 
coincidence is remarkable.’ 

Physicians and surgeons are stated by him to suffer the 
highest incidence. 

Morris, however, is not prepared to ascribe to any 
cause, whether nutritional, hypertensive or psychological, 
the increasing incidence of coronary artery thrombosis. 

Boas,” a well-known American author on coronary 
disease, says: — 

* Arteriosclerosis occurs less frequently in Negroes and in 
Chinese than in whites. Arteriosclerosis is said to be 
infrequent among the Natives of Chile, Ecuador and Kenya, 
as well as among the Malays. It seems probable that dietary 
factors are responsible for its varying distribution among 
different races.’ 

He quotes the declining incidence of coronary artery 
disease in Sweden during the war years as due to the 
scantiness of fats and meat. 

Firstbrook,*' assuming that atherosclerosis is mainly due 
to hypercholesterolaemia, quotes a similar low incidence 
in Chinese and Okinawuns living on low cholestral diets 
and foods, mainly of vegetable origin. 

The incidence of coronary artery disease in Africans is 
too low to permit one to point to a specific etiology with 
any certainty, but it seems obvious that the incidence 
among the Africans will increase parallel with the increase 
throughout the world. At least this can be put down to 
the change from a primitive tribal existence to that of a 
complex urban existence. Such a transition involves a 
complete environmental change—social, economic and 
dietary. 

If mental stress were an important factor in development 
of coronary artery disease, then it would be fair to assume 
that any African living in a location would, on attaining 
middle age, suffer from coronary thrombosis and infarction. 
It appears in the main, probable that the dietary factor is 
the more important one. 
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SUMMARY 


|. Two cases of probable coronary thrombosis with 
infarction are described together with their electrocardio- 
graphic findings. 

2. A review of the literature shows opposing schools of 
thought with regard to the incidence and symptomatology 
in this disease. 

3. The difference appears to lie in the fact that many 
cases go undescribed because of the lack of symptoms. 

4. In Africans it is felt that the dietary factor is a more 
important environmental factor in precipitating this 
disease. 

ADDENDUM 


Since submitting the MS. for publication a further case 
has been admitted to the hospital. This case was seen 
by one of us (E. M.) and Dr. J. J. Marais. 

J. B., a pure-bred Mopedi aged 50 years, was admitted 
on 4 February 1952, complaining of severe pain in the 
chest over the sternum, gripping and burning in nature and 
radiating down the left arm. He had a similar but milder 
attack some 4 years ago. 

Pain started at 4.30 p.m. on 3 February and was not 
relieved till he came to the hospital the next day at 7.30 
a.m., when he was given an injection of morphine gr. | 

Shortness of breath and tiredness on exertion were his 
other complaints. There was no story of cough or spitting 
of blood or swelling of the feet or abdomen. 

He had for many years been employed as a domestic 
servant on the Reef and at a large public school in 
Johannesburg, but for the past 9 years was working as a 
Neaka or (witch) doctor at Middelburg, Transvaal. 

The family history was non-contributory. 

There is a past history of hemiparesis 6 months ago on 
the left side; from this he has recovered almost completely 

He was obese, slightly cyanosed, in severe pain and 
restless and dyspnoeic; pulse rate, 108 per minute; the 
maximum cardiac impulse in the Sth space just outside the 
mid-clavicular line. The sounds were faint with a triple 
rhythm at the apex; no other adventitious sounds heard 
over praecordium. Blood pressure on admission, 270/160 
mm. Hg and fell to 160/110 on 6 February 1952 as his con- 
dition improved on resting. 


Ve 


A portable X-ray of the chest showed a left ventricular 


enlargement. The blood count was normal, with no 
increase in sedimentation rate and no leucocytosis. 


| 


24 Mei 1952 S.A. TYDSKRIF 


The Eagle test was doubtful; blood urea, 80 mg. per 
100 c.c. Blood cholesterol, 195 mg. per 100 cc. 

The electrocardiagram presents a classical picture of 
recent anterior infarction following coronary thrombosis 
(Fig. 5). 

Lead I. 

Lead Il. 
curve. 

Lead III. A small Q, W-shaped QRS. 

aVR. Depressed ST segment with diphasic T. 

aVL. Elevated ST segment and inverted T. 

aVF. Small Q and elevated ST segment. 

V Leads. From V, to V,, R is very small and deep, 
present. 

V, to V,, a well-marked Q. 

From V, to V, a well-marked elevation of the ST 
segment with the diphasic T throughout all the V leads. 

At the time of writing (2 weeks after admission) the 
patient shows marked c'inical improvement, but serial 
tracings show only slight changes of the picture outlined. 


Elevated ST segment and depressed T. 
Small Q, elevated ST segment with a Pardee 


Acknowledgments are due to Dr. C. Duthie for permission to 
quote from the clinical records of Case 2 
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CIRRHOSIS OF THE LIVER 


ITS INCIDENCE IN THE COLOURED PEOPLE OF 


THE CAPE PENINSULA 


J. D. L. Hansen, M.B., M.R.C.P., D.C.H. 
Department of Medicine, University of Cape Town 


Brock? drew attention to the fact that ‘ registered’ 
deaths from cirrhosis of the liver at the Cape are 
commoner amongst Europeans than the Cape Coloured. 
This is an interesting contrast with the high incidence of 
cirrhosis reported among the Bantu people of Southern 
and Central Africa.':*.* 

It was thought that it might be useful to compare the 
information obtained from the hospital and autopsy 
records of the principal general hospital of the Cape 
Peninsula. 

A period of 5 years has been taken and the notes of 
cases classified at Groote Schuur Hospital under cirrhosis 
of the liver were analysed. 

The results have been set out in Table I. The cases 
have been divided into the following 4 categories: 

1. Cases confirmed by liver biopsy or post mortem. 

2. Cases in which the diagnosis was supported by signs of 
portal obstruction and abnormal liver function tests. 

3. Cases in which the clinical diagnosis was presumptive. 

4. Cases in which histology revealed specific causative 
factors such as haemochromatosis and schistosomiasis which 
may have been of chief import in etiology. This category 
included only 8 out of 104 cases. No attempt has been made 
to separate out cases giving a history of infective hepatitis, 
as it was considered that such history was unlikely to be 
reliable. 

Information about the racial origin and socio-economic 
position of the Cape Coloured people has been given by 
Brock ? together with their pattern of health and disease. 


The points particularly relevant to the present enquiry 
are: 

1. The incidence of alcoholism is high; 

2. The dietary pattern is closer to that of the poor 
European than that of the Bantu among whom so high 
an incidence of (malnutritional) cirrhosis has been 
reported. 


TABLE 1: RACIAL INCIDENCE OF CASES DIAGNOSED AS CIRRHOSIS 


OF THE LIVER AT GROOTE SCHUUR HOSPITAL 


Diagnostic Category History 
(See text) of 
Cat.1 Cat.2 Cat.3 Cat.4 Alco- 


Race Total 


European... 
Non-European 
European... 
Non-European 
European... 
Non-European 
European 

Non-European 
European... 
Non-European 


| 


| 


31 including 7 Bantu. 


104 


Analysis: European cases 


Non-European cases 


Total Cases 


a 
15 
16 
17 
18 
SES 
a 
holism 
1949 13 21 fe 
1948 
1 7(4) 
1947 7 
1946 

2 6 
1945 10 16 
0 5 (2) 
|_| 
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The Groote Schuur Hospital has parallel and equal 
provision for European and non-European cases but, 
owing to the greater pressure on non-European beds, the 
turnover is much more rapid. Thus in 1949 the admissions 
were Europeans 4539, non-Europeans 9813. The great 
majority of non-European admissions is of Cape Coloured 
people, but Bantu people are also admitted. It is not 
possible to state the percentage of Bantu included among 
the total non-European admissions so the figures for inci- 
dence of all non-European cases of cirrhosis are given and 
the number of these cases which were Bantu is put in 
brackets. 

CONCLUSION 
The analysis relative to the respective number of admis- 
sions in the two racial groups indicates that the incidence 
of cirrhosis among admissions to the Groote Schuur 
Hospital is more than 5 times greater among Europeans 
than among non-Europeans (who consist mainly of Cape 
Coloured). 


TABLE 2: RACIAL INCIDENCE OF CIRRHOSIS OF LIVER FOUND AT 
AUTOPSY IN THE DEPARTMENT OF PATHOLOGY, UNIVERSITY OF CAPE 
TOWN MEDICAL SCHOOL 


No. of 
Autopsies 


Cases of 
Cirrhosis 


Percentage 
Incidence 

9 5-1 

8 (2)* 2-4 


Race 


Europeans 175 
Non-Europeans 330 


* (2) including 2 Bantu cases. 


As an additional check the autopsy material of the 
Department of Pathology, University of Cape Town 
Medical School, for the year 1949 has been studied and 
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cases showing macroscopic and microscopic evidence of 
cirrhosis are listed in Table 2. 

Cirrhosis caused by or associated with biliary obstruc- 
tion, cardiac failure, the Banti syndrome or congenital 
syphilis has not been included in either series. 

The Department of Pathology provides an autopsy 
service for certain other smaller hospitals in Cape Town 
but the great majority of autopsies come from the Groote 
Schuur Hospital. 

CONCLUSION 


The post-mortem analysis in Table 2 confirms the evidence 
of admissions to Groote Schuur Hospital (Table 1) and 
that of death registration, that the incidence of cirrhosis 
of the liver among non-Europeans and therefore among 
Cape Coloureds of the Cape Peninsula is almost 
certainly less than among Europeans. It seems highly 
unlikely that any concealed weighting of admissions could 
account for the recorded difference. The finding is of 
great interest in that the incidence of alcoholism is almost 
certainly, and of malnutrition certainly, higher among 
Cape Coloureds than among Europeans. It is also an 
interesting contrast with the high Bantu cirrhosis rate. 


I am indebted to Prof. J. F. Brock for his criticism and 
encouragement, to Prof. J. G. Thomson for allowing me to 
publish figures from his Department, and to the Records Office 
of Groote Schuur Hospital. 
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OUR HEALTH AND THE SOIL* 


F. W. P. Cuuver, B.A., M.B., Cu.B., D.P.H. 
Durban 


It is being increasingly recognized by doctors and a 
workers that adequite nutrition is of fundamental importance 
in the maintenance of health and the prevention of disease in 
a community. 

We are, as a nation, celebrating this year the 300th anniver- 
sary of the establishment of the first European settlement at 
the Cape. It is perhaps not generally realized that the motive 
for the establishment of this settlement was a nutritional 
deficiency which manifested itself in a disease so prevalent on 
the long voyages from —y - to the East, that often more than 
one-third of a ship's crew died. It was to combat the ravages 
of scurvy caused by the lack of vitamin C (which is abun- 
dantly present in fresh fruit and vegetables) that the Dutch 
East India Company established the Rrst European settlement 
in South Africa. It may thus be stated paradoxically that 
we owe our national existence to a nutritional deficiency. 

The fruit and vegetables grown on the soil of the Western 
Province effectively checked the ravages of — Unfor- 
tunately, however, malnutrition is still largely prevalent in the 
Union in the lower-income group of our population. 

Our bodies require protein, starch, fats, minerals, vitamins 
and water in sufficient proportion in order to maintain health. 
Proteins are the chief constituents of our muscles and blood. 

y requires proteins in the diet for growth and to replace 


* An address given to the Land Service Camp at Chevy Chase 
Underberg, Natal, on 9 January 1952. 


its own protein stores which are being depleted continually. 
We obtain our protein supplies from + milk, cheese, meat 
and fish and to a less extent from cereals. 

Carbohydrates or starch provide the fuel of the body and 
are used primarily to generate energy and heat. The principal 
sources of carbohydrates are cereals (bread and porridge), 
root vegetables, dried fruits, bananas, jams, sugar and honey. 

Fats are mainly required for the production of heat and 
energy and are more than twice as effective in this respect 
as carbohydrates. We derive our fats from meat, butter, mar- 
garine, cream, edible oils, lard, nuts and beans, particularly 
beans. 

inerals make up most of the hard tissues of the body such 
as bones and teeth. Large amounts of calcium and phos- 
phorus are needed but the body also needs many other 
minerals in smaller amounts. Muscles and nerves must con- 
stantly be nourished by body fluids containing the correct 
+. of mineral salts. The red blood cells could not 

formed or function without iron salts. All the mineral 
elements which occur in the body and partake in its functions 
must come from food and drink. 

Vitamins are essential for — and the prevention of 
diseases such as scurvy, pellagra, beri-beri, rickets and 
numerous others which develop when a body is malnourished. 
Sound teeth, 77 and bones will only result if the diet is 
adequately rich in vitamins. 

Ultimately all the essentials of a balanced diet are derived 
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from the soil. If we allow the soil to be eroded and washed 
away, food production will inevitably fall and we shall be 
faced with under-nutrition if not actual starvation. 

If the constituents of the soil which our bodies need are 
leached out or otherwise reduced, it must follow that the 
products of such soil, whether as crops or pasture, will lack 
wholly or in part the essentials needed to maintain optimal 
bodily nutrition. It has been known for many years that 

ople living in certain areas are prone to suffer from goitre. 

his is now known to occur when the soil from which their 
food is derived is deficient in iodine salts. In such areas it is 
recommended that iodides be added to the table salt to 
compensate for the deficiency. 

In many parts of South Africa the soil is deficient in the 
salts of calcium, magnesium and phosphorus. In such areas 
it is noted that dental caries is most prevalent and in certain 
of the Cape Forest areas the children lose most of their teeth 
before they reach adult life. 

Many years ago cattle in certain areas suffered from a 
— disease which caused severe losses to farmers. 

atient research at the Onderstepoort Laboratory eventually 
proved that this was a deficiency disease due to a lack of 
calcium phosphate in the soils on which the cattle grazed. 
The addition of bone meal (rich in calcium phosphate) to the 
cattle feed soon put an end to this disease. It follows naturally 
that people fed on food produced on such deficient soils 
will show evidence of malnutrition and become prone to 
diseases such as tuberculosis which, although it is not strictly 
ym oy a deficiency disease, like scurvy or pellagra, is never- 
theless a disease which rapidly manifests itself when a mal- 
nourished person is exposed to infection. In other words, if 
a well-nourished person is exposed to tubercular infection, the 
chances are that he will not contract the disease as the natural 
resistance offered by the body prevents the disease from 
developing; whereas in the malnourished person the soil is 
prepared for the seeds of tuberculosis and the disease 
develops rapidly, only too often running a fatal course. 

Tuberculosis is public enemy No. | in South Africa and 
it is amongst the malnourished sections of our population that 
this disease is most prevalent and most rapidly fatal. 

I had the privilege of leading the South African Delegation 
to the World Health Assembly at Geneva last May. It was 
most heartening to hear from the Chief Tuberculosis Officer 
of the World Health Organization that in recent years there 
has been a very marked decline in the incidence of tuberculosis 
in Western Europe; unfortunately we cannot say the same of 
South Africa. Our tuberculosis specialists are convinced that, 
until we can raise the nutritional standard of the lower-income 
groups of our population, we shall not reduce the incidence of 
tuberculosis to any appreciable extent. The main factor 
causing malnutrition in South Africa is that the diet of the 
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Dr. G. T. Tandy (retiring President) in the Chair, and a large 
gathering of members. 

Election of Officers for 1952: 

President: Dr. S. Perel. 

Vice-President : . N. Downes. 

Hon. Treasurer D. E. Stephens. 

Hon. Secretary: . L. Schrire. 

Assistant Hon. Secretary: Dr. A. B. de Villiers Minnaar 

Branch Council: The above doctors plus Drs. G. T. Tandy. 
J. E. Vaughan Jones, J. A. Kieser, J. P. Collins, B. W. 
Franklin Bishop and Mr. N. Kretzmar. 

Delegates: —S.A. Blood Transfusion Service: Dr. J. P 
Collins. Northern Cape Society for the Care of Cripples: 
Dr. J. E. Vaughan Jones. Northern Cape and Districts 
Development Association: Dr. G. T. Tandy 

Valedictory Address by the retiring President, Dr. G. 1 
Tandy. The subject chosen was The Survival and Place of 
Witchcraft in Modern Medicine. Witchcraft was defined as 
the art and craft of being or appearing to be wise. This 
being assumed, it was shown how the art of medicine 
developed and that in modern practice many of the medieval 
nostrums and quackeries have persisted in the original or 
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lower-income group contains too little protein. Unfortunately 
foods rich in protein are expensive and the tendency, when 
the family income is small, is to purchase the cheaper starchy 
foods such as mealie meal and to neglect foods such as milk, 
cheese, eggs and meat, which are rich in proteins. Milk and 
its products furnish very digestible forms of fat, carbohydrates 
and proteins. In fact, milk proteins are of outstanding 
biological value and every child should have at least 2 pints 
daily, particularly as it also contains calcium and other 
minerals in a form in which they are most easily digested. 
Unfortunately we do not produce enough milk in the Union 
to provide every child with 2 pints daily, quite apart from the 
fact that it is too expensive in the towns for many children 
of the poorer families. Skimmed milk, ic. milk from which 
the cream has been removed, is a very valuable food but 
unfortunately is generally fed to pigs instead of being made 
available to our poorer urban children, who would benefit 
immensely if they could get it cheaply. 

The Government is well aware of the danger of malnourish- 
ment and the Minister of Health, Dr. K. Bremer, has ordered 
an inquiry into the way in which protein-rich foods may be 
made available to the poorer sections of our population and, 
in particular, how maize meal (which forms the staple diet 
of this section) can be enriched by the addition of proteins. 
If this can be done, and I may add that there is every prospect 
that it will be done, then a large measure of malnutrition 
will disappear and as a consequence we shall achieve a marked 
reduction of tuberculosis. Perhaps we may even be able to 
do what has been achieved so dramatically in Europe. 

Chevy Chase on which you are camping is the farming 
portion of Restmount, which is a holiday heme for under- 
privileged children of Natal. Most of our children are recom- 
mended from the school clinics of Natal. Many of them arrive 
here in a sadly under-nourished state. Restmount produces an 
abuandance of milk, poultry, eggs and vegetables and it may 
surprise you to learn that in a few weeks our children not 
only put on weight, often an average of 7 Ib. per child, but 
soon develop rosy cheeks and abundant vigour. We also aim 
to inculcate into our city children a love of the soil and all 
the good things it produces. The aim of Restmount is, there- 
fore, to produce healthy and happy children and young South 
Africans imbued with a love of the soil and a devotion to good 
citizenship. 

We come back thus to the fundamental issue that the care 
and maintenance of our soil is the duty of every patriotic 
South African, whether he be living in the city or in the 
country. To each one of us there is a pertee of the soil 
which is sacred to our survival and well being—that portion 
of the soil which produced the food without which we cannot 
survive or at least preserve the standard of fitness necessary 
for the maintenance of health. 
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modified forms, often spectacularly dressed up; and that these 
forms cannot be divorced from the practice of medicine 
without reducing it to the same level as those solid sciences 
like mathematics or bricklaying. 

The address was interspersed with many unexpected quirks 
of humour and was greatly enjoyed by the audience. 

There being further usiness, the members then 
separated, each to continue with his own particular blend 
of witchraft, and so to exalt the practice of medicine. 


THe Survival AND PLACE oF WITCHCRAFT IN MODERN 
Mepbicine * 


BY DR. G. T. TANDY 


Mr. Chairman and Gentlemen: As you know, the subject 
for a Valedictory Address must traditionally conform to 
certain limitations. It must not be primarily technical but 
it must be of such a nature as to have some interest for 


* Valedictory Address delivered by the 1951 President to the 
members of the Griqualand West Branch of the Medical 
Association of South Africa. 
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medical men and women. Thus one’s field is limited. There 
has been, in the recent past, such a spate of addresses on the 
large issues of general practice vs. specialism, National 
Health Services, and so forth, that | am sure | could not 
add one iota to what has already been said. [ might say 
lots of things that were good and new, but whatever was 
good would not be new, and the new things would probably 
not be good. 

The production of this talk to-night can be likened to the 
physiological phases of any act of production. It was con- 
ceived in a spirit of wild and unthinking enthusiasm. the 
gestation period has been typically interspersed with frequent 
moments of uneasiness, and now the pangs of labour possess 
me; my only longing is to see the thing over and done with. 
for better or for worse, a that the fruits of labour will 
not be unpleasing, to me at least. I may tell you, in this 
connexion, that our Secretary, with a singular lack of appre- 
ciation of the primeval stirrings in the Sesest of me, heavy 
with child, tried to force on me a premature labour last 
month. However, I felt that the full-term product might be 
a monster of such doubtful visage that it would be shameful 
to inflict upon you the additional repulsiveness of a month's 
prematurity. With this preamble and remembering R. L. S.’s 
slightly misquoted saying that ‘the fortune of a tale lies not 
alone in the skill of him that tells it, but as much in the 
inherited experience of him who listens’, I will now proceed 
to test the patience of you, my audience. 

My subject for to-night is The Survival and Place of 
Witchcraft in Modern Medicine. 1 intend to show that 
witchcraft has always been, and is to-day, an integral part 
of the art of medicine and that its continued presence is 
essential to the successful future of our profession. 

I had better begin by defining witchcraft. As far as can 
be gleaned from the records, the word ‘witch’ is derived 
from the same root as the word ‘wit’ = fo know. It is 
therefore the art and craft of being, or appearing to be wise. 
The mediaeval English definition of a witch is ‘a person who 
hath conference with the devil—to consult with him or do 
some act pertaining to him’. For the purpose of to-night’s 
talk witchcraft shall means the art or craft of being, or 
appearing to be. wise. 

ow did witchcraft first come to take its part in medicine? 
The reasons are not far to seek. Throughout the ages from 
the first stirrings of medical knowledge in Egyptian. Greek or 
Minoan civilization, to the present day, there has been a gap 
between what is positively known or implicitly believed. on 
the one hand; and what one would like to know, on the other. 
So wide has been the gap that one wonders how medical 
men have held their place, as they have done, in the social, 
economic and political hierachy of the various eras. One 
reason for this of course is clear. Man has always been a 
prey to sickness and disease of body and soul. He is always 
needing help and succour and therefore will always suffer 
someone who professes the necessary knowledge to minister 
to him in his moments of extremity. However, another reason 
is the mental resilience and resourcefulness of his doctors. 
The earliest doctors were amongst the founders of primary 


thought—Hippocrates, Aristotle. Pythagoras, Galen and 
Amenhotep—the latter the architect of the pyramid of Sak- 
karah nm medical knowledge was but a part of a whole. 


Medicine probably began with man’s inherent instinct not to 
admit to the mortality of the body. He thought that by rights 
he should be immortal and that death, when it came, was 
wrong and probably the result of a malevolent influence 
exercised by a God or Supernatural being. Disease was classed 
as incipient or threatening death and given the same etiology. 
first men. therefore. to attempt to combat disease or death 
were the spiritual or philosophical leaders of whom the priests 
formed a great bulk. Their logical treatment was to attempt 
to extract or exorcise the evil spirit by various measures—to 
entice or frighten it away. They employed the trance very 
frequently, equally frequently they attempted to work their 
ends by subjecting the patient to a sudden or severe shock. 
Just such methods as are employed by the psychotherapist 
to-day—the details vary but the unchanging principle is t 
same. We may use insulin or electricity to-day, with our 
appropriately sterilized svringes and paraphernalia. Such was 
the psvchical method. re was also a surgical approach. 
that of trephining, based on the same principles. A_ third 


method was in common use. and this I believe also has a 
amongst us 


and beautifully developed descendant 


direct 
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to-day, and this was massage. Admittedly massage originally 
consisted in stroking the limbs in a centrifugal direction, and 
as pathological knowledge replaced the idea of devil posses- 
sion, the direction changed to a centripetal one, but I believe 
the original idea of soothing the evil spirit has never quite 
departed from our modern physiotherapy and I believe that 
witchcraft in all its beauty can to-day be observed in the 
many palaces of electrotherapeutics to be found in any modern 
medical community. We have, of course, such adjuncts as the 
ancients never dreamed of—the controlled electric current 
capable of giving a spark which never ceases to impress the 
layman and even the initiated, and the very excellent system 
of eahorny, women masseurs—the Vestal Virgins of modern 
medicine. ¢ physiotherapy department without its make 
and break current, its various assortment of gleaming lam 
and peopled only by stolid male masseurs would, I believe, 
bankrupt within a month. 

There are other signs of the craft to-day: 

1. The Taste of Medicines. Surely with all the help of 
modern chemistry we could, if we wished, dispense a mixture 
which did not taste like the foulest effuvium of Heil. But do 
we? No! You may or may not know that one of the earliest 
weapons of witchcraft was the employment of an evil-tasting 
liquid or evil smell—to cause the spirit to take fright. 

2. The Colour of Medicine. No one in his senses would 
prescribe a colourless, insipid-looking mixture. The brighter 
the colour the better—especially red, which has always n 
known as a most powerful devil repellant—even to-day. 
(Gohn of Gaddesdon, who practised in Merton College, Oxford, 
in 1280, used red-coloured flannel in the treatment of small- 
pox.) I know that none of you actually prescribe red flannel 
to-day, but would you have the temerity to prohibit its use 
by any patient who professed his unfailing belief in it? 

3. Amulets and Applications. A frequent and most useful 
and quite inexpensive form of witchcraft was the amulet or 
charm. This often took the form of the part of an animal’s 
body—preferably ~~ | killed—or even the whole body, the 
idea being that the evil spirit would transfer its affliction to 


the organic ultice which would then be reverently buried, 
spirit and all. To-day, of course, the more orthodox of us 
not do that—we take it out of a tin and call it Anti- 


or leprosy (1098) and that must have looked decidedly 
Cataplasma Kaolin. In this connexion may I draw 
attention to certain furtive escapades on the part of a local 
ophthalmic surgeon who has been seen recently to enter the 
maternity home and beg, borrow or steal a piece of placenta 
—not, mark you, a fresh piece, but one which has been allowed 
to rot and putrify for a week. This same piece of placenta 
has then been brought across to our modern, aseptic theatre 
and there, with no doubt suitable incantation, been stitched to 
the conjunctiva of some sufficiently gullible patient with the 
promise that it will, in time, remove the mote in his eye. This 
may, or may not, be ophthalmologically sound, but it is. I feel 
sure, a masterpiece of oy sturdy witchcraft. In a belladonna 
plaster what are the little holes for? To allow the esca 
of the evil spirits. You remember the story of Horus, t 
God of Health, who in a fight with Set, the God of Evil, had 
his eye gouged out. He preached what to-day would be 
expressed as ‘the hair of the dog that bit you’. To-day we 
use the same treatment. in the usual sense of the term it is 
often most efficacious, but what then is Winnet Orr's plaster 
treatment? Well. we all bless our prescriptions with the 
traditional ‘R* which represents the eye of Horus. This is 
so ingrained in our daily lives that we no longer feel sensitive 
about it. It is a blatant and accepted invocation to the Gods 
above to look with favour on our efforts. : 

Now I hope I have said enough to you to impress upon 
you that witchcraft is present in modern medicine oo 

What is to be done about it? Is it a good thing or a bad? 
Should we root it out or nourish it? There is only one answer. 
Nurture it and cultivate it, for without it we either die as a 
separate caste or we suffer a fate worse than death. We 
descend to the realms of the lesser mortals—those of the pure 
Scientists, the Mathematicians, Physicists, Chemists and Car- 
penters—men whose professional souls never rise above the 
exact computation of some or other technical equation. The 
witchcraft in our daily lives is a necessary and vital link 
between the mundane basic-proved physiological and pathologi- 
cal facts and the unlimited future. It also allows a medical 


hlogistine. Hildegarde used unicorn’s liver and white of 
like 
our 
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man to express himself fully in his practice of medicine 
to give rein to his imagination and personality. He is not 
limited by proved facts in his conduct of a case—in other 
words, he can practice his art as a whole man, not as an 
impersonal scientific automaton. It enables, for instance, a 
man with a very hazy knowledge of biological facts still to 
be a good doctor. 

There are many times, these modern days, when witchcraft 
appears to be assailed by present medical advance, when it 
seems that one more turn of the wheel, and each minute, 
logical step in the processes and reactions of every body- 
tissue will be laid bare with mathematical precision, and that 
very soon the art of medicine will consist of no more than 
the art of being able to read tables aright and plot the curve 
of a graph. Such a trend is the recent Adaptation Theory of 

lye, which attempts to put upon a scientific basis those 
reactions of the body which up to now had been looked upon 
as due to some malevolent, uncontrollable influence. However. 
I am glad to say, even now flaws are being found by both 
theorists and practitioners in his menacing principles of 
reasoning, and witchcraft, though shaken, flourishes as ever. 
Other lesser and fleeting attacks have been those of the 
vitamins—I have, I believe, seen 3 cases of avitaminosis in 
the past 6 years, but I have prescribed vitamins probably 
10,000 times. Latterly we have been beset by anti-histamines 


“apart from the action in hay fever and urticaria, I have yet 
to find anti-histamines to 


work as their name suggests. 


Dr. M. Jordaan, Thoracic Surgeon, is now residing at Naidaus, 
Eyton Road, Claremont, C.P. 


Telephones:—Rooms: 2-0989. Residence: 7-3785. 
Mr. W. G. Schulze, F.R.C.S.. has changed his residential 
address. 
The new telephone number is 6-4297. 


Dr. L. Herzenberg has returned from Oxford where he did 
post-graduate studies in surgery. 
He has commenced practice as a General 
401 Medical Centre, Jeppe Street, Johannesburg. 
Dr. L. J. A. Loewenthal of Johannesburg is a delegate to the 
10th International Congress of Dermatology in ndon in 
July this year. 


Surgeon at 


The Medical Christian Fellowship invites all interested practi- 
tioners to a meeting to be held at the Medical School, 
Mowbray. C.P.. in the Physiology Lecture Theatre, on 
Wednesday, 28 May, at 8 p.m. Ds. van Wyk of Rondebosch 
will lead a discussion on Faith Healing. 


HAMILTON-MAYNARD Memoriat Mepat: AWwarp For 1951 


At its recent meeting in Johannesburg, Federal Council 
approved the award of the Memorial 

ledal for 1951 to Dr. Maurice Shapiro, Director of the South 
African Blood Transfusion Service, Johannesburg, for his paper 
entitled The ABO, MN, P and Rh Blood Group Systems in 
the South African Bantu--A Genetic Study. 

This paper was peaaes in the Journal in the issues of 10 
and 17 March 1951. 


Wor_p CONGRESS OF MEDICAL PRACTITIONERS 
For THe Srupy or Present-Day Living Conprrions 


This World Congress will be held at Montecatini (the well- 
known Italian spa) from 16-18 October 1952. The basic 
medical theme of the Congress is indicated in the Congress 
title and the papers will include comparative studies of the 
living and health conditions of different ples. 

In addition there will be discussions of the effects of war 
on physical and mental health and the duties of doctors in 
facing these problems. An important subject will be dealt 
with by a Japanese author who will discuss the problems 
created by modern weapons of war. 

The President of the Congress will be Prof. Pietro Verga. 
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However, they make very good sleeping draughts and as such 
earn our gratitude. 

No, Gentlemen, witchcraft is, if not the keystone of our 
Medical Arch, at least a prop or pillar. Without it we cannot 
exist in our present form. The only danger of its practice 
is that the part be mistaken for the whole—that witchcraft be 

ctised without a basis of reserved and logical thought—that 

it be looked upon as the main trunk instead of a most 
beautiful flower of the medical tree. Then, of course, disaster 
might follow, for then, we cannot keep a place amongst the 
hordes of mankind who demand a logical basis for our acts. 
Provided, however, that we admit the presence of witchcraft 
in our professional lives, we and the patient cannot fail to 
benefit by it. By admitting it, | mean admit it to ourselves 
and to others. Its presence is so blatant that to deny it is to 
fight a losing battle from the start. When taxed by one of 
our lesser contemporaries, do not deny its practice because 
he will soon produce irrefutable arguments that it is present. 
Admit the soft impeachment a say: ‘So What! We 
ractise it, we know we practise it, and we are proud of the 
act." So long as we recognize it and keep it in its very 
important place and remain its master, we and our patients 
are the gainers. Nourish it, therefore, and cherish it and add 
to its lustre, but let it be treated with respect for, if allowed 
to grow unpruned and uncontrolled, it may be your destroyer 
instead of your protection against descent to the lower forms 
of scientific life. 


Director of the Institute of Anatomy and Pathological 
Histology, and Director of the Institute for Cancer Research 
at the Daiversity of Naples (Giovanni Pascale Foundation). 

Those interested in attending this Congress should com- 
municate with Dr. Claudio Massenti, Secretary of the 
Congres Mondial des Medecins, Rome, Corso Trieste 65, Italy. 


SETTLEMENTS FOR TUBERCULOTICS 


The first of 40 settlements to be established by the South 
African National Tuberculosis Association under its current 
£1,000,000 public appeal was opened at Grahamstown 
on 22 April. 

It is expected the second settlement will be opened at 
Bloemfontein shortly. 

Arrangements are well .in hand for other settlements at 
Graaff-Reinet, Uitenhage, Springs, Krugersdorp and Alexandra 
Township, Johannesburg. 


The Temba Settlement at Grahamstown is the fifth in the 
Union. Two are already at Durban and others at East London 
and Cape Town. 

The Temba Settlement comprises 6 cottages housing about 


30 Native patients and their families. A hostel for tuberculous 
children is being constructed and it is — that eventually 
the settlement will accommodate 120 people. 

The 6} acres of ground on which the settlement is built, 
were donated by the Municipality of Grahamstown. 


Tue First INTERNATIONAL CONGRESS OF DIETETICS 


This first Congress will be held in Amsterdam from 7 to 11 
July in the Royal Tropical Institute, 63 Mauritskade, 
Amsterdam-East. 

It is organized by the Netherlands Dietetic Association, and 
will provide experts in the field of nutrition with the oppor- 
tunity of exchanging views on an international forum. 

The programme arranged includes papers by well-known 
nutrition experts from Great Britain, the United States. 
Switzerland. Holland, Hungary, Canada, France, New Zealand 
and Australia. 

Those interested should communicate with the Secretary of 
the Congress at the address given. 


Van Rieseeck NumpBer or THE JouRNAI 


A limited number of copies of the van Riebeeck number of the 
Journal is still available to members of the Association, at 
the reduced price of 2s. per copy. : 

Orders accompanied by a remittance should be sent in as 
= possible, as there has been a considerable demand for 
this issue. 


~ 
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Dr. J. K. K. Stielau died suddenly in his surgery at Lichtenburg 
on 13 March 1952 at the a age of 48. He was a remark- 
able man in many ways, but his most important trait was the 
enthusiasm and thoroughness which characterized his every 
action. 

He spent his boyhood days in the sleepy village of Wartburg. 
Natal. He never forgot those days in this lovely part of 
Natal, and his love of birds and animals and the good earth 
was certainly due to the happy days he spent in the misty. 
wattle-covered downs of his Beth place. As a trainer of dogs 
he was outstanding; he had the patience of Job, and his dogs 
obeyed him and loved him. e night he died they knew 
oe a for they sensed they had lost their master and their 
rien 

He matriculated in the early 20's, obtaining his B.Sc. at the 
Transvaal University College, Pretoria, and his teacher's 
Diploma at the local pommel Delian. He began his teaching 
career at Standerton High in 1926, and was appointed to the 
staff of Helpmekaar Hoérskool in 1930, where he became the 
geography expert. He published a textbook on geography 
some 5 years later, and it is still very widely used in Transvaal 
high schools. He was an exceptional teacher whose approach 
to an exacting profession was ideal. Despite being a strict 
disciplinarian, his pupils loved him and worked for him and 
looked up to him for advice, guidance and inspiration —and 
they never looked in vain 

He resigned from the profession in 1937, took his first-year 
medicine at the University of the Witwatersrand in 1938, and 
in the same year married his colleague, Miss Idelette Rossouw. 
younger daughter of Mr. and Mrs. J. D. Rossouw of Zeerust 


newly-weds then set out for their great adventure to 
1942, 


Edinburgh. where Dr 


Stielau qualified in after a 
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RADIOLOGY OF THE Ear, Nose AND THROAT 
Clinical Radiology of the Ear, Nose and Throat. By Eric 
Samuel, M.D. (Lond.), F.R.C.S. (Eng.), F.F.R. (Lond.), 
D.M.R.E. (Camb.). (Pp. 339 + viii, with 320 illustrations. 
70s.) London: H. K. Lewis & Co. Limited. 1952 


Contents Part I: The Nose and Paranasal Sinuses 1. Radiographic 
Examination of the Paranasal Sinuses 2 evelopment and Radiological 
Anatomy of the Nose and Parenasal Sinuses 3. Pathological Changes 
Involving the Nose and Nasal Cavities. 4. Inflammatory and Allergic States 
Affecting the Paranasal Sinuses. ‘5. Cysts and New Growths Involving the 
Paranasal Sinuses 6. Traumatic Lesions Involving the Paranasal Sinuses 
Post-Operative Changes in the Parenasal Sinuses 

Part If; The Auditory Apparatus. 7. Radiological Technique of Invest: 
gation of the Bar, Mastoid Process and Temporal Bone. 8. Development 
and Anatomy of the Far and Auditory Apparatus 9. Diseases of the 
External 


and Middle Ear and Eustachian Tube 10. Traumatic and 
Inflammatory Lesions of the Mastoid Proces« 11. Tumours Affecting the 
Ear, Mastoid Process and Petrous Temporal Bone 12. Radiology of the 


Post-Operative Mastoid 
Part The Larynx and Pharynx. 13 


Radiological Technique of Invest: 
gation of the Pharynx and Larvax 4 


The Development and Anatomy of 


the Pharynx and Larvnx 1S. Inflammatory Diseases and Non-Malignant 
Lesions of the Pharynx and Larynx 16. Tumours of the Pharynx and 
Larynx Index to Authors Index 

This book contains a wealth of information and it can 


therefore be recommended to the practising radiologist and 
otorhinolaryngologist who will find it a useful reference book 
The author's wide experience has resulted in a collection of 
interesting and instructive clinical radiographs that, with few 
exceptions (eg. Fig. 259), have been reproduced with 
excellent clarity. The experimental material has not been 
" napeeee adequately, and many of the figures are not at 
a clear 


Each section commences with a concise chapter on 
radiography. Then follow very detailed and meticulous 
chapters on anatomy and embryology. much of which has 
not been correlated with the clinical radiology. Of the clinical 
sections those on nasal fractures, fractures of the sinuses, 


the petrous bone, the post-operative 


venous markings on 
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brilliant career as a student under conditions which must have 


and which most 


caused him much heartache and om. 
© major operation he 


probably were the indirect cause of t 
underwent recently. 

He was an excellent tennis player and represented the first 
teams of the three Universities he attended. He played first- 
league tennis on the Rand for Auckland Park for a number 
of years, and he was a keen rugby and boxing enthusiast. He 
was awarded his half blue for tennis at the Rand University, 
and as Captain and the leading player for Edinburgh Univer- 
sity for a number of years, he qualified for his full blue. 

On his return to South Africa he practised at Lichtenburg 
where his numerous patients—-both European and African 
and his host of friends, testified to his immense popularity by 
the vast number which attended the funeral at Lichtenburg 
on 15 March. His knowledge of the Zulu language, which 
he learned in his youth in Natal, enabled him to understand 
many things besides the physical ills of his African patients, 
and their faith in him as physician and friend was proved by 
the depth of feeling with which they sang their farewell hymn 
over the open grave. 

His patience, honesty, sincerity of purpose and humility 
made him his patients’ confidant, and he was referred to by 
them as ‘our loved physician’ who helped to heal both 
broken bodies and troubled souls. 

He leaves his wife and 8-year-old daughter, to whom we 
extend our deepest sympathies, confident in the knowledge that 
in the lonely difficult days that lie ahead, the love and esteem 
with which the late Dr. Sticlau was held by all who had the 

rivilege of knowing him, will give them courage to face the 
uture bravely. 


mastoid, and the various tumours are of particular interest. 
In the section on the differentiation between allergic and 
infective affections of the sinuses the author has not made his 
attitude clear, and he has not differentiated clearly, or said 
whether it is possible to differentiate between acute otitis 
media and mastoiditis. 

One concludes that this is a book worth owning, and worth 
the not inconsiderable effort of reading, but that it could with 
advantage have been very much shorter. For this reason it 
may not appeal to the radiology student. 


Wound SHock 


Observations on the General Effects of Injury in Man with 
Special Reference to Wound Shock. By R. T. Grant and 


E. B. Reeve. Medical Research Council Special Report 

Series, No. 277. (Pp. 313. 8s. 6d.) ondon: His 

Majesty's Stationery Office. 1951. 

Contents 1. Injuries to the Limbs 2. Injuries to the Abdomen 
3. Discussion. 4. Clinical Pathology. ‘S Summary. 6. Acknowledgements 
7 References 


Few topics have had their concepts so radically altered during 
the last few years as has the subject of wound shock. The 
need for a comprehensive account of the systematic results 
of violent injury is very great and this Report is the first 
thorough account of an investigation of this type. 

The work was started at Guy's Hospital during the air- 
raids of 1940-'41, and after large-scale air-raids on London 
ceased, the work was continued at Newcastle-on-Tyne on 
industrial and road accidents. The final stage of the work 
was carried out towards the end of the war on the Italian 
battlefront. 

There have been almost as many definitions ef shock as 
there have been students of the subject and a fundamental 
contribution which the authors of this monograph have been 
able to make is one of clinical definition, with a recognition 


| 
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of the fact that a variety of patterns of reaction to injury 
could be related to particular causal factors (in particular 
the importance of haemorrhage as the major contributing 
factor). The practical value of their investigation in relation 
to resuscitative measures led to simple methods of estimatin 
the amount of blood lost and, therefore, the amount o 
transfusion required. 

It is clear that the illness following limb or abdominal injury 
can be very complex. Not only is haemorrhage by far the 
most important factor but, e.g. patients who remain ill ‘a 
the late post-operative stage often suffer renal and 
metabolic disturbances which result from inadequately treated 
haemorrhage. 

This Report is a most valuable clinical contribution to the 
diagnosis and the surgical treatment of injuries. 


Ear, Nose anD THROAT MEDICATION 


Modern Medication of the Ear, Nose and Throat. By 
Noah D. Fabricant, M.D.. M.S. (Pp. 245 + xvi, wit 


illustrations. $5.75.) New York: Grune & Stratton, Inc. 
1951. 
C omtents Part I. The Ear. 1. The External Ear and the Skin 2 


Medication of the Auricle. 3. Medication of the External Auditory Canal 
4. Medication of the Acute Middle Ear. 5S. The Chronic Middle Ear and 
Its Complications. 6, Medication in Disease of the Inner Ear 

Part Il. The Nose. 7. The Nasal Cavity and the Paranasal Sinuses 
% Nasal Physiology and Bacteriology. 9%. Physiologic and Histologic Effect 
of Drugs 10. Methods of Nasal Medication ll. Medication in Acute 
and Chronic Nasal Disease 12. Sinus Medication in Adults and Children 
i}. Nasal Allergy 


PART Jl. The Throat. 14. Medication of the Mouth 15. Anatomy 
and Bacteriology of the Throat 16. Medication of the Throat 17 
Medication of the Larynx and Trachea 

PART IV. The Head. 18. Headache 19. Facial Neuralgias. Index of 
Authors. Index of Subjects 


Intelligent physiological assistance is the keynote of the 
author's method. Practical guidance in the day-to-day require- 
ments of ENT management are given, free of therapeutic bias. 

Treatment is based upon clinical experience well tempered 
by a sound knowledge of anatomy, hysiology and 
bacteriology, and clear, concise accounts of this indispensable 
triad introduce each section. 

The problem of vasomotor rhinitis would be less vexatious 
for greater recognition of the role of reflex and psychosomatic 
factors in a symptom-complex often too readily, and frequently 
incorrectly, labelled allergic. 

The indiscriminate use of antibiotics in * Trivial Infections * 
is rightly rejected, rest and simple remedies being preferred. 

Both ACTH and Cortisone are, very properly, merely 
mentioned, being hardly day-to-day remedies in the true sense 
of the term. 

Excellent illustrations, sample prescriptions and sound 
every-day advice enrich a book worthy of the interest of 
general practitioner and specialist alike. 


THe TRACERS 


The Use of Tracer Elements in Biology. 
Overend, Ph.D. (Pp. 57 + v. 3s. 6d.) 
Heinemann Limited. 1951. 


Contents 1. The Requirements of a Biological Tracer 2. The Pro- 


By W. G. 
London: William 


duction, Detection and Measurement of Tracers 3. Some Tracers 
Important in Biology. 4. Other Uses of Tracers in Biology 5. Tracers 
in Medicine. Glossary. Bibliography Index 


This is a_useful introduction to the subject of biological 
tracers. The use of tagged elements has opened up entirely 


new fields of investigation and has thrown considerable light 
on intermediate metabolism. 


MeDicaAL PRACTICE WITHOUT REGISTRATION 
To the Editor: in the correspondence columns of the Journal 
of 26 January, two correspondents commented upon the letter 
sent out by the Registrar of the South African Medical and 
Dental Council re Medical Practice without Registration. 

The first correspondent, D. Henry, writes in a very courteous 


manner and deserves a courteous answer which I think you, 
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This atomi« refinement is well known to physicians for its 
use in the treatment of hyperthyroidism, and they will find 
this introdvetion to the subject instructive as well as 
stimulating. 


YeLttow Fever 


Edited by George K Strode, M.D. (Pp 
illustrations and 35 tables. $9.50.) New 
York: McGraw-Hill Book Company, Inc. 1951. 


Contents Preface by George K. Strode. 1. Landmarks in the Cong 
of Yellow Fever (Andrew J, Warren), 2. The Virus (Max Theiler), 3. Ihe 
Pathology of Yellow Fever Vohn C. Bugher), 4. Immunology (Kenneth ‘ 
Smithburn). 5. "he Arthropod Vectors of Yellow Fever (Loring Whitme"? 
6. The Mampn'*lian Host in Yellow Fever Gohn (€ Bugher) 7, The 
Clinical Aspect® and Diagnosis of Yellow Fever (J. Austin Kerr) " 
Epidemiology (Richard Taylor). 9%. Controlling Yellow Fever 
H. Smith). 10 Costs and Man Power (George K. Strode). Bi dliograp!) 
Index 


Yellow Fever. 
710 with 77 


This is an utstanding book, beautifully written, illustrated 
and produced. The story of the conquest o! yello’ 
fever is one of the most exciting stories in the htstory of 
medicine. lt is told by members of the staff of the Inter- 
national Health Division of the Rockefeller Foundation, who 
themselves took the leading roles in the camp#igt 

A fascinating account of the Lan/marks in the Conquest 
of Yellow Fever is given by Di. A. J. Warren, the present 
Director of the Division of Medical Science Of the Rockefeller 
Foundation. He describes the havoc of the early epidemics, 
then the work of the United States Army Yellow Fever Com- 
mission, which proved that yellow fever was caused by a filter- 
passing agent and transmitted by the mosquito now called 
Aedes aegypti. These fundamental discoveries were followed 
by their brilliant application by General Gorgas, whose work 
eradicated yellow fever from Cuba and made possible the 
completion of the Panama Canal. 

In 1913 the Rockefeller Foundation was organized ‘for the 
well-being of mankind throughout the World’. One of the 
first tasks the Yellow Fever Commission undertook was to 
eradicate yellow fever from the Western Hemisphere. At first 
this gigantic undertaking appeared to be successful. However, 
in 1932 the occurrence of * jungle yellow fever’ in rural areas 
in the absence of Aedes aegypti was proved by Soper. This 
discovery led to our present concept of the ecology of yellow 
fever as a disease of the forest animals, especially the primates, 
transmitted amongst them by _ forest-dwelling mosquitoes 
infecting Man only accidentally. The task of eliminating 
yellow fever was thus impossible of immediate fulfilment. 

In the following chapters the evolution of this concept is 
described and discussed by those chiefly concerned in its 
development. 

Dr. Max Theiler, who was awarded the Nobel Prize for 
medicine for this work, describes the physical and chemical 
properties of the virus of yellow fever, its pathogenicity for 
various animals, its propagation on tissue culture, and the 
development of the 17 D strain, which is now widely used 
for vaccination against yellow fever 

So although the campaign to eliminate yellow fever by 
destroying the mosquito vector had failed, a fully effective 
method of protecting human beings was evolved. The 
Rockefeller Foundation thus has fulfilled its charter in respect 
of yellow fever. 

This book gives the fullest and best account of yellow 
fever, but it gives much more than this, for the techniques 
evolved in the study of yellow fever have an application to 
all virus diseases and many other diseases as th It will be 
of particular interest to those who work in the virus field, 
but will have a great appeal to all those interested in medicine 


Sir, could have given her. She asks “why so many quacks 
are allowed to continue to practise’. Her question should 
really be addressed to the Attorney-General but her remarks 
about ‘the Medical Council turning a blind eye to what goes 
on’ certainly suggests to me that she is under the impression 
that it is the duty of the Medical Council to prosecute these 
people. The Council has no such power and oe jurisdiction 
only over registered persons. It is not a prosecuting body and 


fe 
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can, according to the Act, only inquire into any complaint, 
charge or allegation of improper conduct or disgraceful conduct 
against any person registered under the Act’. I am not 
prepared to enter into a discussion as to possible reasons for 
the Department of Justice not taking action against quacks, 
but would point out that quacks are probably no more 
numerous here than in other countries. 

Re your second correspondent who signs himself Difficile 
est Satiram non Scribere, and to whom | think you should 
have replied, it passes my comprehension to know how such 
a letter could be written and published. 

My first impulse was to reply to this anonymous writer in 
the same language of sarcasm and contempt which he uses 
in referring to my fellow councillors and myself. I have 
always held, however, that the most cordial relations should 
exist between members of the profession and members of the 
Medical Council and therefore I have decided to reply in a 
conciliatory spirit, for | am certain that ignorance of the law 
as embodied in the Medical and Dental Act is responsible 
for this effusion and other similar ones. 

Much confusion can, | think, be cleared up right away by 
drawing attention to the fact that the Council has no juris- 
diction whatsoever over unregistered persons, be they quacks 
or duly qualified medical men who have failed to register. 
As I mentioned before, the Council is not a prosecuting body 
and cannot according te the Act even hold an inquiry into 
the conduct of such individuals; but under Section 34 of the 
Act they are still liable to prosecution by the Attorney-General 
and it is not difficult to envisage how such a prosecution can 
take place. 

Suppose such an_ unregistered but otherwise qualified 
medical practitioner, be he an intern, a general practitioner, 
or a specialist, South African or from overseas, has a death 
on the operating table. An inquest must be held and the 
doctor is called to give evidence, and the fact that he is 
unregistered will soon be divulged. Such an individual cannot 
even sign a death certificate in case of death from natural 
causes. 

Surely anyone can see the various complications which can 
arise and the distressing position in which such an individual 
can be placed, apart from the fact that if he is found guilty 
he is ‘liable on conviction to a fine not exceeding £100’. 
This is what the Council's circular draws attention to. It is 
not a threat, for the Council can take no action against such 
unregistered persons. It is published for information drawing 
attention to the absolute necessity for registration before 
engaging in medical practice, and | think the Council should 
he thanked rather than held up to ridicule for such a circular. 

Further let me say that the Act must apply in the same way 
to any one, ‘illustrious’ or otherwise, who may come from 
any other country to practise as a medical practitioner ‘for 
gain’ and I think it is only right that any registered medical 
practitioner in the Union who contemplates erneas the 
services of a qualified medical practitioner from outside the 
borders of the Union should be aware of the provisions of 
the law as it stands, both for the sake of the visiting prac- 
titioner and himself, the latter being the only one over whom 
the Medical Council has any jurisdiction. In most cases there 
will be no difficulty in registering such persons provided they 
hold qualifications registrable in the Union and they bring 
with them the necessary certificates. 

If your correspondent wishes this Act of Parliament changed 
then I think he should bring forward a motion to that effect 
at a meeting of his Branch of the Medical Association so that 
machinery can be set in motion for a discussion by the whole 
Association. I feel certain that the present Minister of Health 
will always give serious and sympathetic consideration to any 

roposal which emanates from the Federal Council of the 
Medical Association and which is for the benefit of the public 
and the profession 

Lastly let me inform your correspondent that he is 
zpparently completely ignorant of the fact that the individuals 
om he described as ‘illustrious colleagues from overseas 
from whom we (includirg the University Professors and 
herribile dictu even members of the Medical Council are 
anxious to learn’ and who are ‘ actually invited by the Univer- 
sities to come to South Africa in the interests of the Medical 
Association * may, under Section 74 (b) of the Act as amended, 
be exempted from registration by the Minister after consulting 
the Council. Universities and other bodies must. however. 
apply to the Minister for exemption in each individual case. 
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As, therefore, most of his arguments, misrepresentations 
and insinuations are based on the fact that he is ignorant of 
this Section and that therefore his premises are untrue, perha 
he will not be surprised if I say that | still prefer the Council's 
logic to his own. 


James Black. 


89 Lister Buildings, 

yeppe Street, 
annesburg. 

19 April 1952. 


THe Normat Ratio oF TO LYMPHOCYTES 


To the Editor: \n his paper of 12 April in the Journal, Dr. 
Boris Serebro makes the statement that the ‘accepted normal 
ratio for polymorphonuclear leucocytes (granular cells) to 
1 -—¥ ~y is about 70:30, with fluctuations in these figures 
luring the day’. 

That these ratios are those given by textbooks for European 
adults is correct, but whether they necessarily apply to South 
Africa is a different matter. 

In 1933, Stammers (J. Physiol., 78, 335) reported differential 
counts in 171 medical students, aged between 18 and 24 years. 
For polymorphs he found a mean of 54.2% and for lympho- 
cytes a mean of 39.72%. He ascribed this relative increase of 
lymphocytes in a differential count to the high degree of ultra- 
violet radiation in Johannesburg. 

Furthermore, there are certain physiological variations in 
these ratios due purely to age. In the paper under discussion 
it is mentioned that ages varied widely from 4 to 45 years. 
At 14 days of age polymorphs to lymphocytes are 36:53, at 
2 years 40:50, and at 4 = 50:40, according to Nelson, 
1945 (Mitchell-Nelson Textbook of Pediatrics, W. B. Saunders 
Co., Philadelphia and London). If there were many 4-year-old 
children in the series mentioned one would expect a higher 
relative proportion of lymphocytes due purely to age, without 
taking other factors into consideration. 

Presumably Dr. Serebro’s work was carried out on 
Europeans. The ratios in Table I are from unpublished data 
collected in the course of the Bantu Nutrition Survey (Kark 
and le Riche (1944): Manpower, 3, 2-141). 


TABLE 


Polymorphs 


47-8 


Lymphoc ytes 


Tribe 
Zulu 
Venda 


478 
42-2 

as 


48-3 


‘Various 
Basuto 


Bloemfontein 


These are mean values. The bloods were taken from Bantu 
school children aged 6-15 years. I have not included standard 
deviations in Table I in order to simplify the discussion. The 
counts were done in the Routine Division of the South African 
Institute for Medical Research in 1938 and 1939. 

On the evidence submitted by Dr. Serebro it cannot, 
therefore. be accepted that prophylactic Sulphadiazine 
Sener has necessarily produced a reversal of the polymorph : 
lymphocyte ratio, because there is some doubt about what 
constitutes the ‘normal’ ratio, in the group studied in Johan- 
nesburg with reference to age and possibly ultra-violet 
radiation as tentatively suggested by Stammers. 

Let it be noted that blood counts were done only after the 
Sulphadiazine therapy was instituted, and that no mention is 
made of the situation before such therapy. 


Harding le Riche, M.D. 
P.O. Box 386, 
Pretoria. 


No.of 
Nqutu 114 || 
Tzanceen 
Kentani 87 50-6 Xhosa 
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at the very 
first sign of a cold 


its development— 


antihistaminic therapy has been reported to abort the develop- 
ment of the common cold in 90Y, of the patients commencing 
therapy within the first hour of the appearance of symptoms.' 


DETOUR ) distressing symptoms— 


antihistaminic therapy shortens the duration and decreases the 
severity of an established cold.' * 


spread of infection to others— 


the elimination of sneezing, lacrimation, rhinorrhoea and coughing 
reduces cross-infection.' 


CORICIDIN 


(Antipyretic-analgesic-antihistaminic)~ 


combines the classical “A.P.C. formula’ (Acetylsalicylic acid 
3-5 gr., Acetophenetidin 2°5 gr. and Caffeine 0-5 gr.) with Chior- 
Trimeton* the antihistaminic with minimal side-effects and greater 
effectiveness in doses as low as 2°4 mg.’ 


The Allergic Concept of the Common Cold: The symptoms 
of upper respiratory infections closely resemble thoie found in 
vasomotor rhinitis and hay fever. More histamine-like substances 
were found in the nasal secretions of persons suffering from 
colds than in allergic rhinitis.* 


and Timing: Two CORICIDIN Tablets at the very first 
indication of a cold, then one tablet every three or four hours 
for three or four days. In established colds, one tablet every 
three or four hours for palliative effect. 


7 CORICIDIN Tablets, tubes of 12, bottles of 25 
and 100. 


Bibliography: |. Brewster Indust. Med. (6.217, 1949. 2. Murray 
Indust. Med. (8.215. 1949. 3. Tislow, R. and others: Federation Proc. Part |. 

338, 1949. 4. Troescher-Elam, E.; Ancona.G R.. and Kerr, W. 3. Am.) Physiol, 
145-711, 1945 M. Schering Corporation 


CORPORATION, BLOOMFIELD, N.J., U.S.A. 
Sole Distributors 


SCHERAG (PTY.) LTD. P.O. BOX 7539 
JOHANNESBURG 
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Tbe history of the “OLD MUTUAL” 
is the weary of 


The OLD MUTUAL Your Friend forl gilt 


Amociace Office for Fire and Casualry Insurance South African Liberal Insurance Company Limited 


You have the FZ ved 
Le need with this 


RADIOGRAPHIC RULE OF THREE 


The SPEED you need is yours when film, screens, and chemicals Use *KODAK’ 
bear the Kodak label. Then, because these products are made to X-RAY FILM 
work together, the radiographer is assured the utmost in — 

in every step, from initial exposure to final processing 


and the maximum diagnostic value. 


KODAK PRODUCTS FOR RADIOGRAPHY 


Blue Brand and ‘Kodirex’ X-ray Films . . . ‘Flurodak’ 
and ‘Fluropan’ Films for mass miniature radiograph) 

. High Definition and Ultra Speed X-ray Inten- 
sifying Screens . . . Exposure Holders . . . X-ray 
Developers, Developer-Replenishers and Fixers . . . 
Processing Units and Drying Cabinets . . . Safelight 
Lamps . . . Hangers, Thermometers . . . Film Corner 
Cutters . . . lluminators 


with 


Expose 
*KODAK" SCREENS 


JOHANNESBURG DURBAN 


*KODAK’ is a registered trade mark. 
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3 KODAK’ CHEMICALS 
KO DAK (South Africa) Limited 
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For HYPERTENSION 


@ PACYL, a Choline derivative, acts on the parasympathetic system 
in a physiological manner, producing a lasting reduction in cases 
of pathologically raised blood pressure. 


@ PACYL has exceptional merits in relieving the distressing subjective 
symptoms, such as headache, vertigo, insomnia, etc. 


@ PACYL has also proved to be the treatment of choice for ambulant 
patients. No initial rest in bed is required and patients remain at 
work throughout the treatment. 


@ PACYL has a gentle and persistent vasodilator effect and removes 
local vascular spasm, thereby facilitating and improving the general 
circulation. 


@ PACYL has no side effects and there are no contraindications to 
its use. 


Bottles of 50 and 200 tablets 


For further information and samples apply to our Agents: 


LENNON LIMITED, P.O. Box 8389, JOHANNESBURG 


VERITAS DRUG COMPANY LIMITED 


LONDON AND SHREWSBURY, ENGLAND 
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To be published shortly 
FORENSIC MEDICINE 
By KEITH SIMPSON, M.D. 
New Second Edition 21s. net 
A practical guide to the current teaching in forensic medicine and 
toxicol he new edition will have an assured success. 


“This is the work of an expert with a wealth of material at 
his disposal.""—Loncet, of the first edition. 


THE DIAGNOSIS OF NERVOUS DISEASES 
Tenth Edition 
By Sir JAMES PURVES-STEWART, F.R.C.P., 
and C.WORSTER-DROUGHT, F.R.C.P. 


50s. net 
This is now a standard work, and the new revised edition will 
uphold the reputation of the earlier ones. 


SAVILL’S SYSTEM OF CLINICAL MEDICINE 
Thirteenth Edition 


Revised by E. C.WARNER, M_D., F.R.C.P. 
35s. net 
“This is a book which we have c tently recc ded from its 
firts appearance and we shall certainly continue to do so.""—Medical 
World 


MUIR'S TEXTBOOK OF PATHOLOGY 
Sixth Edition 


Revised by D. F. CAPPELL, M.D., F.R.F.P.S.G. 
50s. net 
“Muir” was always a stimulating book to read and looks like 
keeping up its tradition.” —Loncet 


VIRUS AND RICKETTSIAL DISEASES 

By S. P. BEDSON, M.D., F.R.C.P., A.W. DOWNIE, M.D., D.Sc. 

F. O. MacCALLUM, M.D., C. H. STUART-HARRIS, M.D., F.R.C.P. 

24s. net 

“This book will have a wide appeal . . . the text is well docu- 

mented, the references being to recent and more important papers.” 
—British Medical Journal 


MENTAL HEALTH 
A PRACTICAL GUIDE TO Ms DISORDERS OF THE 
IN 


By J. H. EWEN, F.R.C.P., D.P_M. 
12s. 6d. net 
“A neat, well-integrated textbook authoritatively written, which 
should become extremely popular.""—Middlesex Hospital journal. 


THE COMMON INFECTIOUS DISEASES 
By H. STANLEY BANKS, M.D., F.R.C.P. 
21s. net 
“tts excellence lies in the obvious good judgment that the 
author has shown in emphasis. It is undoubtedly first class.” — 
British Medical Journal. 


A PRACTICE OF ORTHOPAEDIC SURGERY 
Third Edition 


By T. P. McMURRAY, ™.B., F.R.C.S. 
Ws. net 


“The whole ground of orthopaedic surgery is covered in a readable 
and authoritative manner.” —Loncet. 


© Prices are Sterling 


4] MADDOX STREET, LONDON, ENGLAND 
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ANASTHETIC ETHER 


Manufactured by 


THE NATAL CANE BY-PRODUCTS LTO. 


OF MEREBANK 


t 


bd Guaranteed to conform to 
e requirements of the 1948 


British Pharmacopeeia and the Speci- 
fication of the South African Bureau 


of Standards. 


Equal to the finest 


imported Ether. 


cases, 


each containing 


In 
| Ib. Amber Coloured Bottles, 
similar to those used in Europe. 


For furthur information please write to the selling Agents 


C. G. SMITH & CO. LTD. 


301 Smith Street, P.O. Box 43, Durban 


Bert Mendelsohn (Pty.) Led 
P.O. Box 565, Johannesburg. 


C. G. Smith & Co., Led., 
P.O. Box 1314, Cape Town. 


Courlanders’ Agencies. 
P.O. Box 352, East London. 


Effective eliminations of endogenous 
toxins 


Asynergistic combination 
of Bile 
and Lactic Ferments. 


Extract, Yeast 


Indicated in 


CONSTIPATION, 


INTESTINAL 
STASIS and 
ALIMENTARY 
TOXAEMIAS. 


Available in bottles of 50 


tablets. 


PHARMACAL PRODUCTS (PTY.) LTD. 
DIESEL STREET, PORT ELIZABETH 
Agents for: 


The Anglo-French Drug Co. Lid., 
11 & 12 Guildford Street, London, W.C.1. 


— 
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The Medical Association of South Africa 
Die Mediese Vereniging van Suid-Afrika 


AGENCY DEPARTMENT : AGENTSKAP-AFDELING 
JOHANNESBURG 
Medical House, 5 Esselen Street. Telephones 44-9134-5, 44-0817 
Mediese Huis, Esselenstraat 5. Telefone 44-9134-5, 44-0817 


LOCUM POSTS AND ASSISTANTSHIPS AVAILABLE 
PLAASVERVANGER- EN ASSISTENTSKAPPE 
BESKIKBAAR 
(L/¥V212) Eastern Transvaal. Locum required for July 
Easily run dispensing practice, very little night work. Terms 
£2 2s. per day, all found, plus car allowance to be arranged 
(L/¥216) S. Rhodesia. Assistant required for a 100% Native 
practice. Terms: £80 per month, plus car allowance of £10, 
to be reviewed after 3 months. To start as soon as possible 
(L/¥V218) Locum for anaesthetic practice, as from 27 June 

till 15 August 1952 

(L/V228) West Rand. Locum for July and August. Terms 
£2 15s. per day, £4 4s. per week locomotion allowance, free 
board and lodging 

(L/V231) O.F.S. For the month of July 1952. Locum 
required practice with D.S. appointment. Terms 
£2 2s. per d free board and lodging and car allowance. 
(L/V232) Northern Transvaal. Locum required for 5 months, 
Starting | June 1952. Preferably married man. Residence 
provided. Must have own car and must be bilingual. Salary 
£3 3s. per day and extra emoluments to be discussed. 
(L/V233) S.W.A. Locum required from 1 June till end 
January 1953. Subject to two months’ notice either side 
Salary £75 per month, plus all found. Bilingual, single man 
preferred 


KAAPSTAD : CAPE TOWN 
Posbus 643, Telefoon 2-6177 : P.O. Box 643, Telephone 2-6177 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 
(972) Eastern Province hospital town. Average gross annual 
receipts, £4,100. Some dispensing done. Premium required 
£2,800, which includes drugs, surgery furniture, waiting-room 
furniture and most instruments. House for sale at £2,000 for 
which terms could be arranged. Pleasant district. 

(895) Specialist physician's practice. Details on application 
(963) Large Karoo hospital town. £200 required for drugs, 
furniture and fixtures and goodwill of nucleus. Terms avail- 
able. Definitely good scope for expansion. 
(992) South-Eastern Cape hospital town. Premium required 
£1,500 which includes drugs, furniture and instruments worth 
approximately £1,350. Flat plus surgery to let at £6 p.m. 

CONSULTING ROOMS TO LET 
(985) Cape Town. Two very fine rooms in excellent situation. 
Rental £17 p.m. Equipment for sale. Available as from June 
(1017) Cape Town specialist with 2 rooms very well situated 
wishes to share same. Own use limited to 1} hours daily 

NURSING HOME FOR SALE 

(1020) As going concern in large centre. 
application. 

MEDICAL EQUIPMENT FOR SALE 
(772) Strand C.P, Instrument cabinet, dressing trolley, screen, 
writing desk. 
Cape Town. Neville Barnes’ Axistraction obstetric forceps, 
chrome-plated, £6; pelvimeter, £1; etc. 
(674) Becker Microscope in good order, with oil immersion 
lens Edroy Magni-Focuser. British Encyclopaedia of 
Medical Practice. 
(925) Baumanometer, £7. Forceps, 15 Sim's Vaginal 
Speculum, 15/-. Set 9 Metal Catheters, £4 5s. Od., etc. 
(758) Electrocardiograph. Sanborne Cardiette. Weight 24 Ib. 
Perfect working condition. Used by Cape Town specialist 
physician. £160 or nearest offer. 
(878) White wooden cabinet for oateery. 
half glass doors and shelves. £23 10s 
(909) Slit Nitra Lamp (Grof Gullstrand’s). 
order. £20 or nearest offer. 
(961) Minnitt Gas and Air Apparatus. Practically new. £20. 


Details on 


Five feet high. Top 


Good working 


vin GENEESKUNDE 


DURBAN 
112 Medical Centre, Field Street. Telephone 24049 


PRACTICES FOR SALE : PRAKTYKE TE KOOP 


(PD6) Radiological practice, established 1923, in large coast 
city. Equipped for diagnosis, superficial and deep X-ray 
therapy and also superficial radium therapy. Extensive ground- 
floor rooms to be taken over on long lease. Premium required 
£6,750 cash, or terms arranged under suitable guarantees. For 
immediate sale. 

(PD7) Solus prescribing practice on Natal South Coast. Scope 
for Native practice which at present is discouraged. Hospital 
facilities available at Port Shepstone Hospital, approximately 
10 miles from consulting rooms. Premium required £2,500, 
which includes instruments, drugs, and furniture. Cash is pre- 
ferred, but terms could be discussed. It is preferred not to 
sell this practice before the end of June 1952, but introduction 
could commence without delay and principal will allow half 
the net income. No appointments held. House is for sale at 
£4,500, partly furnished, but is not part of the practice. 
(PD8) Natal South Coast practice. Would suit retired doctor. 
European population approximately 100. 31 miles from 
Bizana, 22 miles from Margate. Premium required £400, 
includes a good stock of drugs, dressings, instruments and 
surgery furniture. House for sale £1,800, including stand of 
4 morgen. For immediate sale. 
(PD9) In large coastal City. Specialist in Physical Medicine 
wishes to dispose of private practice immediately. Centrally 
situated Rooms, full equipment and staff including Physiothera- 
pists to be transferred 
(PD10) General Practice Natal Inland City. European and non- 
European patients. Scope for midwifery and surgery. Premium 
required £1,250, cash preferred but terms will be considered. 
For immediate sale 

LOCUM REQUIRED 

For month of July. General Country Practice in Zululand 
3 3s. per day plus £5 car allowance. Locum must possess 
his car. Afrikaans essential. 


PHARMAKERS LTD. 
Gibraltar House, 
Registered Agents for 
LEO PHARMACEUTICAL PRODUCTS, 


Xxiii 

at 
2 
| 
(1) 


XXiV 


South African Railways and Harbours 
Sick Fund 


APPOINTMENT OF RAILWAY MEDICAL OFFICER: 
MAITLAND ‘B’ 

Applications are invited from registered medical practitioners 
for the position of Railway Medical Officer, Maitland * B° 
Montagu Bridge (exclusive) along railway line to Woltemade 
Ill (exclusive), Wingfield, Factreton, Windermere to Koeberg 
Road Bridge (inclusive) and to Montagu Bridge (exclusive), 
at a salary of £518 per annum, plus the fees and allowances 
prescribed by the Regulations of the Sick Fund, and with the 
right of private practice 

The salary will be subject to adjustment in accordance with 
the census of members to be taken on | April of each year. 

The appointment will be made in terms of the Regulations 
of the Sick Fund, and will be subject to termination on 
4 months’ notice being given by either side 

The successful applicant will be required to reside at 
Maitland, to take up the appointment on a date to be arranged, 
and to carry out his duties in accordance with the Regulations 
of the Sick Fund 

Applications should reach the District Secretary, Cape 
Western District Sick Fund Board, Security Building, Exchange 
Place, Cape Town, not later than 24 June 1952, and should 
state 
Full name 
Qualifications (when and where obtained) 
Experience (when and where obtained) 
Date of birth 
Country of birth 
Whether married or single 
Whether fully bilingual 
Whether South African citizen, 
What Government am, if any, is held. 
Canvassing by or on behalf of the applicant is liable to 
disqualify such applicant 

Any further particulars may be obtained from the District 
Secretary, at the above address, on application 


Johannesburg P. J. Kiem 
24 May 1982 General Secretary 


Assistant Medical Officer Wanted 


Applications are invited for the position of additional 
Assistant Medical Officer. The salary will be £75 per month 
with a cost-of-living allowance of £25 per month. In addition 
a free unfurnished house will be provided. 

Preference will be given to a married doctor with not less 
than 2 years’ experience following internship 

The successful applicant will be expected to commence duty 
on or as soon as possible after 15 June 1952 

Full particulars concerning the appointment as well as the 
rescribed application form may be obtained from the Chief 
fedical Officer, The Mine Hospital, O’okiep Copper Co. Lid 
Nababeep, Namaqualand. This appointment has the approval 
of the Medical Association 


Iscor Medical Benefit Fund 
FULL-TIME DENTAL OFFICER 


Applications are invited from suitably qualified Dentists for the 
above position 

The successful applicant will be required to submit a satis- 
factory certificate of health and the appointment will be subject 
to the Fund's general conditions of service, leave regulations, 
ete 

The commencing salary will range from £1,200 to £1,650 per 
annum, according to qualifications and experience 

Applications must be received on or before 13 June 1952 

Application forms, together with full particulars, will be for- 
warded to bona fide applicants on written application to the 
undersigned 
P.O. Box 450 
Pretoria 
2 May 1952 


Q. S. van Castricum 
General Secretar\ 
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Siekefonds van die Suid-Afrikaanse 


Spoorwee en Hawens 
| AANSTELLING VAN]JSPOORWEGDOKTER: PAARL 


Aansoecke word geregistreerde mediese praktisyns 
ingewag vir die betrekkin van spoorwegdokter, Paarl 
(insluitend) en spoorwegtrajek Kraaifontein (uitsluitend) tot 
by Huguenot (insluitend), teen ‘n salaris van £368 per jaar, 
plus die gelde en toelaes wat in die regulasies van die Sieke- 
fonds voorgeskryf word, en met die reg om privaat te 
praktiseer. 

Die salaris is onderhewig aan wysiging in ooreenstemming 
met die sensus van lede wat op | April van elke jaar 
afgeneem moet word 

Die aanstelling geskied kragtens die regulasies van die 
Fonds, en opsegging van dienste is onderworpe aan 4 maande 
kennisgewing deur een van beide partye 

Die suksesvolle applikant moet op Paarl woon, diens 
aanvaar op ‘n datum wat gereél sal word, en sy pligte oor- 
eenkomstig dic regulasies van die Fonds uitvoer. 

Aansoeke moet die Distriksekretaris, Distriksiekefondsraad, 
Security-gebou, Kaapstad. nie later nie as 24 Junie 1952 
bereik. en applikante moet die volgende vermeld: 

. Volle naam. 

. Kwalifikasies (waar en wanneer verkry). 

. Ondervinding (waar en wanneer verkry en opgedoen). 
Datum van geboorte. 

Land van geboorte 

. Getroud of ongetroud. 

Of ten volle tweetalig. 

. Of Suid-Afrikaanse burger 

. Watter staatsbetrekking, indien enige, beklee word, 

Werwing deur of ten behoewe van enige applikant stel so 
‘n applikant bloot aan diskwalifikasie 

Enige verder besonderhede wat verlang word, kan op 
aunvraag van die Distriksekretaris by bovermelde adres 
verkry word 


P. J. Kiem 
Johannesburg Hoofsekretaris 


24 Mei 1982 


vw “we 
City of Port Elizabeth 
VACANCY 
MEDICAL PRACTITIONERS (INTERNSHIP) 
ELIZABETH DONKIN HOSPITAL FOR 
INFECTIOUS DISEASES 
Applications are invited from male or female medical prac- 
titioners for the abovementioned posts at a salary of £240 per 
annum plus cost-of-living allowance and free board and 
lodging. 
Applicants must apply immediately to the undersigned and 
duties to commence on or about | July 1982. 
Municipal Notice No. 148, May, 7th, 1952. (GL 70) 
G. H. Brewer 
Acting Town Clerk 


Yskor Mediese Bystandsionds 
VOLTYDSE TANDHEELKUNDIGE BEAMPTE 

Aansoeke om bogemelde pos word van paslik gekwalifiseerde 
tandartse ingewag 

Van die suksesvolle applikant sal verwag word om ‘n bevredig 
ende gesondheidsertifikaat in te dien, en die aanstelling sal aan 
die Fonds se algemene diensvoorwaardes, verlofregulasies, ens 
onderworpe wees 

Die aanvangsalaris sal varicer tussen £1,20) en £1,650 per jaar, 
volgens bevoegdheid en ondervinding 

Aansoeke moet voor of op 13 Junie 1952 ontvang word 

Aansoekvorms en volledige besonderhede sal op skriftelike 
aansoek by ondergetekende aan bona fide applikante gestuur 
word 


Posbus 450 


Pretoria 
2 Mei 1952 


Q. S. van Castricum 
Algemene Sekretaris 
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Provincial Administration of the Cape 
of Good Hope 


HOSPITALS DEPARTMENT 


1. Applications are invited from medical graduates for 
appointment to posts of Junior Resident Medical Officer 
(Intern) at the undermentioned institutions: 

Gordonia Hospital, Upington. 
Kimberley Hospital, Kimberley. 
Stellenbosch Hospital, Stellenbosch. 
Settlers’ Hospital, Grahamstown. 

2. The salary attaching to a post of Junior Resident Medical 
Officer (Intern) is £240 per annum plus board, quarters and 
laundry 

3. In addition to the salary and allowances stated above, a 
temporary non-pensionable cost-of-living allowance is payable 
at rates and on the conditions that may be prescribed by the 
Administrator from time to time. 

4. Candidates applying for more than one post should 
submit separate applications and copies of testimonials for 
each post applied for. 

5. Candidates writing the final M.B., Ch.B. examination can 
submit their applications prior to the results of the examination 
being known 

6. Successful candidates will be required to enter into con- 
tracts with the Provincial Administration with effect from 
July 1952, and must be registered with the South African 
Medical Council before they will be allowed to assume duty 

The appointments will be in terms of and subject to the 
provisions of Ordinance No. 19 of 1941, as amended, and the 
regulations framed thereunder 

8. Applications must be made on the prescribed form (Staff 
23) which is obtainable from the Director of Hospital 
Services, P.O. Box 2060, Provincial Building, Wale Street, 
Cape Town, or from the branch representatives of the Hos- 
pitals Department at Cape Town (P.O. Box 1487), Port 
Elizabeth (P.O. Box 80), East London (P.O. Box 13), 
Kimberley (P.O. Box 618, and Umtata (P.O. Box 202), or 
from the Medical Superintendent of any Provincial Hospital 
or Secretary of any School Board in the Cape Province. 

9. The completed application forms must be forwarded to 
reach the Medical Superintendent of the institution concerned 
not later than 30 May 1952. Y 267563 


Natal Provincial Administration 
VACANCIES: SENIOR MEDICAL OFFICERS 
Applications are invited from registered medical practitioners 

for appointment to the undermentioned vacant posts. 
Addington Hospital 
(a) Surgery Department. 
(b) Anaesthetics Department. 
(c) Ear, Nose and Throat Department. 
Kine Edward VIII Hospital 
(a) Anaesthetics Department. 
(b) Casualty Department 
(c) Surgery Department. 
(d) Medicine Department. 
Wentworth and Ladysmith Hospitals 
General duties. Appointment is on 12 months’ contract and the 
salary attaching to the posts is as follows: 
Two years’ service after qualification: £400 p.a. plus privileges 
Three years’ service after qualification: £600 p.a. plus free 
quarters or an allowance in lieu thereof 
Four years’ service after qualification: £700 p.a. plus free 
quarters or an allowance in lieu thereof. 
Five or more years’ service after qualification: £800 p.a. plus 
free quarters or an allowance in lieu thereof. 

In addition to the foregoing salary, a temporary cost-of-living 
allowance is also payable 

Applications, giving full details of experience and qualifications, 
should be addressed to the Director of Provincial Medical and 
Health Services, P.O. Box 20, Pietermaritzburg, to reach him not 
later than 7 June 1952. AD 6988 
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Provinsiale Administrasie van die haap 


J 
die Goeie Hoop 
HOSPITAALDEPARTEMENT 

1. Aansoeke word ingewag van Mediese Gegraducerdes vir 
aanstelling in die betrekkings van Junior Inwonende Mediese 
Beampte (Intern) aan die ondergemelde inrigtings: 

Gordonia-hospitaal, Upington. 
Kimberley-hospitaal, Kimberley. 
Stellenbosch-hospitaal, Stellenbosch. 
Setlaars-hospitaal, Grahamstad. 

2. Die salaris verbonde aan ‘n pos van Junior Inwonende 
Mediese Beampte (Intern) bedra £240 per jaar plus losies, 
inwoning en wasgoed 

3. Benewens die salaris en toelae hierbo vermeld, is daar ‘n 
tydelike nie-pensioengewende duurtetoeslag betaalbaar volgens 
die skaal en op voorwaardes wat van tyd tot tyd deur die 
Administrateur voorgeskryf word. 

4. Kandidate wat om meer as cen betrekking aansock doen, 
moet afsonderlike aansoeke en afskrifte van getuigskrifte 
voorlé vir elke betrekking waarom aansoek gedoen word. 

5. Kandidate wat die finale M.B., Ch.B.-eksamen skryf, kan 
hul aansoeke instuur voordat die uitslag van die eksamen 
bekend is. 

6. Van die geslaagde kandidate word vereis om ‘n kontrak 
met die Provinsiale Administrasie met ingang van Julie 1952 
aan te gaan, en hulle moet by die Suid-Afrikaanse Mediese 
Raad geregistreer wees voordat hulle toegelaat sal word om 
diens te aanvaar 

Aanstellings geskied ooreenkomstig en onderworpe aan 
dic bepalings van Ordonnansie nr. 19 van 1941, soos gewysig, 
en dic regulasies wat daarkragtens opgestel is 

8. Aansoeke moet gedoen word op die voorgeskrewe vorm 
(Staf 23) wat verkrygbaar is by die Direkteur van Hospitaal- 
dienste, Posbus 2060, Provinsiale Gebou, Waalstraat, Kaap- 
stad, of by die takverteenwoordigers van die Hospitaaldeparte- 
ment te Kaapstad (Posbus 1487), Port Elizabeth (Posbus 80), 
Oos-Londen (Posbus 13), Kimberley (Posbus 618) en Umtata 
(Posbus 202), of by die Mediese Superintendent van enige 
Provinsiale Hospitaal of by die Sekretaris van enige Skoolraad 
in die Kaapprovinsie 

9. Die ingevulde aansoekvorms moet gerig word aan die 
Mediese Superintendent van die betrokke inrigting en moet 
hom nic later as 30 Mei 1952 bereik nie. Y 267563 


\alalse Provinsiale Administrasie 
VAKATURES: SENIOR MEDIESE BEAMPTES 
Aansoeke om aanstelling in ondervermelde poste word van 
geregistreerde mediese praktisyns ingewag 
Addington Hospitaal 
(a) Chirurgiese Afdeling 
(b) Narkose Afdeling 
(c) Oor, Neus en Keel Afdeling 
Koning Edward VIII Hospitaal 
(a) Narkose Afdeling 
(b) Ongevalle Afdeling 
Chirurgiese Afdeling. 
(d) Medisyne Afdeling 
Wentworth en Ladysmith Hospitale 
Algemene Pligte. Aanstelling is op 12 maande kontrak, en die 
salaris verbonde aan die poste is as volg: 
Twee jaar diens na afstudering: £400 per jaar, plus voorregte 
Drie iaar diens na afstudering: £600 per jaar, plus vry kwartiere 
of ‘n toelae in plaas daarvan 
Vier jaar diens na afstudering: £700 per jaar, plus vry kwartiere 
of ‘n toelae in plaas daarvan 
Vyf of meer jaar diens na afstudering: £800 per jaar, plus vry 
kwartiere of ‘n toelae in plaas daarvan 

‘n Tydelike duurtetoeslag teen heersende staatsdienstariewe 
is ook betaalbaar. 

Aansoeke met volledige besonderhede betreffende ervaring en 
kwalifikasies moet aan die Direkteur van Provinsiale Mediese en 
Gesondheidsdienste, Posbus 20, Pietermaritzburg, gerig word, 
sodat hulle hom voor of op 7 Junie 1952 bereik. AD 6988 


} 


XXVi S.A. MEDICAL 


South African Railways & Harbours 
Sick Fund 


APPOINTMENT OF RAILWAY MEDICAL OFFICER: 
EPPING GARDEN VILLAGE ‘B’ (CAPE TOWN) 


Applications are invited from registered medical practitioners 
for the position of Railway Medical Officer, Epping Garden 
Village “B*, bounded on the west by the new Agricultural 
Union grounds, then along the proposed new road on the 
south as far as Jan van Riebeeck Avenue. Along the centre 
of Jan van Riebeeck Avenue, Paul Kruger Avenue and alon 
the railway line on the north as far as the new Agricultura 
Union grounds, at a salary of £810 per annum, plus the fees 
and allowances prescribed by the Regulations of the Sick Fund, 
and with the right of private practice 

The salary will be subject to adjustment in accordance with 
the census of members to be taken on | April of each year 

he appointment will be made in terms of the Regulations 
of the Sick Fund, and will be subject to termination on 
4 months’ notice being given by either side. 

The successful applicant will be required to reside at Vasco, 
to take up the appointment on a date to be arranged, and to 
carry out his duties in accordance with the Regulations of 
the Sick Fund 

Applications should reach the District Secretary, Cape 
Western District Sick Fund Board, Security Building, Exchange 
Place, Cape Town, not later than 24 June 1952, and should 
state 
Full name. 

. Qualifications (when and where obtained). 
Experience (when and where obtained). 

Date of birth 

. Country of birth. 

Whether married or single. 

. Whether fully bilingual 

Whether South African citizen. 

What Government appointment, if any, is held. 

Canvassing by or on behalf of the applicant is liable to 
disqualify such applicant 

Any further particulars may be obtained from the District 
Secretary, at the above address, on application 


P. J. Kiem 


General Secretary 


Johannesburg 
24 May 1952 


Public Service Commission 
VACANCIES IN THE PUBLIC SERVICE 


1. The attention of medical practitioners, registered with the 
South African Medical and Dental Council, is drawn to an 
advertisement appearing in the Government and Provincial 
Gazettes of this week, inviting applications for the under- 
mentioned posts: 


Post Department Salary Scale 
District Surgeon, Health( Nylstroom, Tzaneen £1,000x50— 1,200 
Grade Ul and Vereeniging) 

Medical Officer Pensions (Johannesburg) 

District Surgeon, Health (Bronkhorstspruit, 

Grade Ul Johannesburg, Nylstroom 
Tzaneen and Vereeniging) 


1,000x 501,200 
900x 501,150 


2. In addition to salary a cost of living allowance at the rate of 
£320 per annum (married) and £100 per annum (single) is payable 
at present 

3. It is emphasized that full and detailed particulars of qualifi- 
cations and previous experience must be furnished but original 
certificates and testimonials should not be submitted. Applica- 
tion forms Z.83 and P.S.C. 8(a) are obtainable from the Secretary, 
Public Service Commission, Pretoria, to whom filled-in forms 
must be addressed 

4. The closing date forthe receipt of applications is 7 June 1952. 
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For Sale 


Pressure sterilizer, Butterworth (autoclave) electric, for 220 
three-phase supply; 12x 24” internal. Horizontal on stand with low 
water cut-out. In first-class condition. £250. Apply *“A.L.W.’, 
P.O. Box 643, Cape Town. 


\-Ray Apparatus for Sale 


One ‘Victor’ X-ray unit complete, together with stands. 
Apply: Town Clerk, P.O. Box 31, Simonstown, Cape. 


Wanted 


Post wanted as assistant or locum in Cape Town area. Write 
‘A. L. S.’, P.O. Box 643, Cape Town. 


Partnership Wanted 


Medical! practitioner seeks partnership in Cape Town or suburbs. 
Write: ‘A.L.U.", P.O. Box 643, Cape Town. 


BRASS PLATES 


TO MEDICAL COUNCIL SPECIFICATION 


VICTOR C. GLAYSHER 


165 BREE STREET 
CAPE TOWN 


PHONE 


1/4 PRICE SALE OF 
MEDICAL BOOKS 


This month we offer limited stocks of old Editions of Medical 
Books at one-quarter original retail prices. They include:— 


2 Sets The Therapeutics of Internal Diseases 

Edited by George Blumer. 5 Volumes, 1947, 

now £4/10/- per set. 

| Set Therapeutics of Infancy and Childhood 

by Litchfield and Dembo, 4 Volumes, 1947, 

now £3/16/- the set. 

Holt’s Diseases of Infancy and Childhood 

by Holt and Melntosh, Ilth. Edition, 

now 17/- each. 

Stitt’s Diagnosis, Prevention and Treatment of 
Tropical Diseases, 7th. Edition, 

now 23/6 cach. 


An X-Ray Atlas of Silicosis 
by Arthur J. Amor. 2nd. Edition, 
now 9/- cach. 
1 Set Clinical Laboratory Methods and 
by Gradwohl-Kouri, 3 Volumes, 4th. Edition, 
1948, now £3/8/6 the set. 
Also numerous other titles including Year 
Books, etc. Write for full lists to: 


CENTRAL NEWS AGENCY LTD. 
EDUCATIONAL BOOK DEPARTMENT 


4th Floor, 37 Jorissen Street, Braamfontein. 
JOHANNESBURG. Phone 44-5186 


Printed by Cape Times Ltd., Parow, and Published by the Proprietors, THe MepicaL AssociaTiONn or SoutTH AFRICA, 
Mepicat House, 35 Wale Street, Cape Town. P.O. Box 643. Telephone 2-6177. Telegrams: ‘Medical’ 
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For RUN-DOWN 


or UNDERWEIGHT 
Children 


Because it contains all the essential food 
elements that growing children need, Protein, 
Carbohydrates, Vitamins and Minerals, Nutrine 
makes a particularly valuable addition to the diet 
of the run-down of underweight child. Nutrine’s 
pleasant flavour creates appetite. It is easily digested 
and quickly assimilated. 


Given daily, either as porridge or as a milk 
drink, Nutrine can be an important factor in 
combating childhood ills. 
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